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In the treatment of PRURITUS ANI and VAGINAE 


R Unduentum I S O -PAR 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While the condition may be due to a variety of causes, mycotic, 
secondary infection from scratching, neurosis, hemorrhoids, yet 
Unguentum ISO-PAR with its 


STIMULATING, LOCAL ANESTHETIC, BACTERICIDAL, FUNGICIDAL 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC- 
TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS of 
the EAR. 


Unguentum ISO-PAR has as its active ingredient 17% ISO-PAR (14 parts Paraffinic 
Acids, Ce to Cis, Av. Mol. Wt. 174, modified by 3 parts Mixed 1-Hydroxy-3-Octyl-N, 
N!-Dimethyl-Benzylamine Salts of Paraffinic Acids, i. e., Iso-Octyl-Hydroxy-Benzyl- 
Dimethyl-Ammonium-Paraffinate), held in suspension in a base consisting of Lanolin, 
Petrolatum, Titanium Dioxide, Beeswax, Cetyl Alcohol and Essential Oils. 


U. S. Patent No. 2,262,720. 


Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars. 


Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 


406 E. Water Street a 
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1. Kamman, G. R. (1938), 
Am. J. Syph., Gonor. and 
Ven. Dis., 22:638, Sept. 


2. Spiegel, L., Liefer, W., and 
Sarason, (1941), 
Am. J. Syph., Gonor. and 
Ven. Dis., 25:472, July. 


Several published reports indicate the value of Aldarsone in 
the treatment of all cases of neurosyphilis for which organic arsenical 
therapy is suitable. In 53 neurosyphilitic patients treated with 
Aldarsone, Kamman! reported serological or clinical improvement 
or both in 70 percent of the cases. Spiegel, Liefer and Sarason? 
obtained significant results with Aldarsone in 133 cases, 
including cases of paresis, tabes, taboparesis and unclassified 
meningovascular neurosyphilis. Further information on this series 
of tests is available in the literature which will be sent upon request. 
e Aldarsone is a pentavalent arsenical having pronounced spiro- 
cheticidal and trypanocidal properties. It is supplied in 0.0-Gm. 
and 1.0-Gm. ampoules, ready for intravenous injection after 
addition of the necessary amount of sterile distilled water. 


Assotr Laporatories, North Chicago, Illinois. 
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Today, physi- 


| 
«Clans recognize. 
= that the base employed! 

in topical preparations may 

materially affect the results 
achieved by the active ingredients of 
their prescriptions...and that patient, 
cooperation can be more readily enlisted if 
full consideration is accorded the esthetics in- 


volved in creating medicaments pleasant to use. 


Almay’s two new ointment bases and coloring agent have won 


wide popularity among discriminating physicians for their contri- 


butions to these ends. 


QUALATUM (ALMAY)—an excellent anhydrous oily base, which may be rubbed into. 
the scalp without causing matting of the hair, and is easily shampooed out. Permits. 
daytime medication, and takes any medicaments without breakdown or alteration during 
or after compounding. (Formula: petrolatum and fatty acid esters. ) 


EMULSION BASE (ALMAY) —a homogenous oil in water emulsion — 


delightfully smooth, greaseless, invisible, and non-staining on the skin. 
Highly compatible, uniform and stable —and easily removed. (Formula:, 


POWDER (aimay) 


—formerly called “neutra-color”—a highly useful 
coloring agent, free of aniline, animal or vegetable 
dyes, permitting the creation of prescriptions that 
blend with the color of the skin. * 


ALMAY, INC. 
56 COOPER SQUARE 
NEW YORK, N. Y. 
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100.000 oxF © 


For use bY 


(COMMERCIAL S 


For the usual concen- 
tration (5000 Oxford 
Units per cc.) inject 20 
cc. of physiologic salt 
solution into the vial in 
the usual aseptic pro- 
cedure. 
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PENICILLIN 
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COMBINATION PACKAGE 


CONTAINS ONE VIAL EACH OF 


100 000 041 080 restr 
PENICILLIN = 
Calcium 


CONTAINS ONE Vial oF 
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Store vial with remain- 
der of solution " re- 


invert the vial and syr- 
i ith needle in ate 
vial) withdraw frigerator. Solution 
the amount of penicil- ready for subseque” 


lin solution required injections during the 
for the first injection. next 24 hours. 
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n in the physician’s office 
t's home, Penicillin-C.S.C. 
available in a convenient combina- 
kage, as soon as the drug is released 

ted use in civilian practice. This 


nm package provides two rubber- 
, serum-type vials. One vial con- 
ins enough physiologic salt solution to 


rmit the withdrawal of 20 cubic centi- 


ers. The other vial contains 100,000 


! Oxford Units of penicillin sodium or peni- 


The physiologic salt solution is sterile and 


fee from fever-producing pyrogens. Peni- 


» calcium salt—is bacteriologically and 
logically assayed to be of stated potency, 
rile, and free from all toxic substances, 

ling pyrogens, as attested by the con- 


rol number on the package. 


gerator, at a temperature not over 50° F. (10° C.). 


When 20 cc. of the physiologic salt solus 
tion is withdrawn from its vial, and injected 
into the penicillin-containing vial under 
the usual aseptic precautions, the resultant 
solution presents a concentration of 5000 
Oxford Units per cubic centimeter. The 
solution is then ready for injection, does 
not require resterilization. 

After the desired amount of the solution 
for the first injection has been withdrawn, 
the vial containing the remainder of the 
solution should be stored in the refrigerator. 
It is ready for the next injection—the de- 
sired amount then merely has to be with- 
drawn under proper sterile technic. 

When released for unrestricted marketing, 
Penicillin-C.S.C. will be stocked throughout 
the United States by a large number of se- 
lected wholesalers. Any pharmacist thus will 
be able to fill professional orders promptly. 


PHARMACEUTICAL DIVISION 


(OMMERCIAL SOLVENTS 


17 East 42nd Street 


nicillin calcium, equal to penicillin sodium in 
Tapeut acy and nontoxicity, inrecent inves- 

een shown to be less hygroscopic 
in the sodium salt, and somewhat more stable. 
t the drug should be stored in the re- 


A page of the “Penicillin-C.S.C. Therapeutic 
Reference Table,” showing recommended dos- 
ages and modes of administration; a copy is: 


yours for the asking. 


Corporation 


New York 17, 
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Clorarsen (dichlorophenarsine hydrochloride Squibb) 
as extensive clinical tests have shown, is of value and useful in 
the treatment of all stages of syphilis. Supplied in ampuls as a dry 


powder, it undergoes chemical change to arsenoxide when 


al water is added. 


Clorarsen has these important features: 


| ¢ Highly stable in the ampul. 
* Readily and quickly soluble. 


* Toxicity of solutions does not increase on 
exposure to air for several hours. 


Well tolerated. 
Low toxicity. 


Under the name Dichlorophenarsine Hydrochloride, Clorarsen is 
included in the First Bound Supplement U. S. P. XIl. It is also 
Council-Accepted. 

Available in single-dose ampuls in two strengths—0.045 and 


0.067 gram; in boxes of 5 ampuls; also in 10-dose ampuls con- 


taining 0.45 gram and 0.67 gram. 


For literature address Professional Service Department. 


ER: SQUIBB & SONS 


Manufacturing Chemists to the Medical Profession Since 1858 


SQUIBB 


‘ CLORARSEN 
with sodium citrate- 


DICHLOROPHENARSIN 
HYDROCHLORIDE, U.S.P 
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Assisting the physician in treating his allergic patients is the primary 
purpose for which Marcelle hypo-allergenic cosmetics are produced. The 
Marcelle laboratory and staff are always ready to help the medical pro- 


fession in solving the cosmetic problems of allergy. 


COSMETICS MARCELLE COSMETICS, INC., 1741 N. Western Ave., Chicago 47, Illinois 
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MEDICHROME 


listed in our new catalog I5I 


JUST OUT— 


include... 
MS SKIN-NEVI and CANCER 


A series of 64 2” x 2” Kodachrome Photomicrographs 
of the Histopathology of Certain Nevi and Cancer. 
From the Registry of Dermal Path., Army Med. Museum, 
series of the American Academy of Dermatology and 
Syphilology. Syllabus is included with each series. 


MS 1, 1a. Intradermal pigmentary nevus 
MS 2a. Intradermal pigmentary nevus (atypical) 


MS 3, 3a. Intradermal pigmentary nevus combined 
with dermoepidermal nevus 


MS 4, 4a. Intradermal pigmentary nevus combined 
with dermoepidermal nevus 


MS 5, 5a. Dermoepidermal nevus (“Junction” nevus) 
MS 6a. Freckle nevus 

MS 7a. Blue nevus 

MS 8, 8b, 8c. Senile Keratosis (Cutaneous horn) 
MS 9a. Senile Keratesis 

MS 10, 10a. X-Ray dermatitis 

MS 11, 1la. Bowen’s disease 

MS 12, 12b, 12c. Paget’s disease of the nipple 
MS 13a. Seborrheic keratosis (Verruca senile) 


MS 14, 14a. Pseudoepitheliomatous hyperplasia, in 
a suppurative granuloma 


MS 15b, 15c. Trichoepithelioma of the scalp (Mul- 
tiple benign cystic epithelioma clinically) 


MS 16, 16a. Trichoepithelioma of face (Multiple 
benign cystic epithelioma) 


MS 17, 17a. Intraepidermal cancer 

MS _ Basal cell cancer (Pagetoid) 

MS 19a. Basal cell cancer (Superficial type) 
MS 20, 20a. Basal cell cancer (deep type) 

MS 21a. Basal cell cancer (Pigmented) 

MS 22, 22a. Basal cell cancer (Stroma cystic) 
MS 23, 23b, 23c. Squamous cell cancer, grade 4 
MS 24, 24a. Squamous cell cancer, grade 2 

MS 25a. Squamous cell cancer, grade 1 


MS 26, 26a. Squamous cell cancer, grade 1 (from 
X-Rays) 


MS 27a. Transitional cell cancer 

MS 28, 28a. Condyloma acuminatum 
MS 29, 29b, 29c. Malignant melanoma 
MS 30a. Amelanotic melanoma 

MS Metastatic melanoma 


MS 32, 32b, 32c, 33, 33a, 34, 34b, 34c, 35, 35a.— 
on without clinical data for your diag- 
nosis. 


A series of 200 2” x2” (35 mm.) Kodachrome trons. 
parencies (lantern slides) made with the cooperates 
of Prof. Frank C. Combes, Dept. of Dermatology 
N. Y. U. College of Medicine; Herman Goodman, MD; 
and Dept. of Health, N. Y. C., Theodore Rosenthal 
M.D., Director, Bureau of Social Hygiene. 


SYPHILIS 
Primary Syphilis 
Miscellaneous 
Primary and Secondary Syphilis—Mixed 
Secondary Syphilis 
Tertiary Syphilis 
Lymphogranuloma—Granuloma Inguinale 
Chancroid 


NON-VENEREAL DISEASES OF GENITALIA 
Accidents of Therapy 

VENEREAL MISCELLANY 

SKIN DISEASES 

MISCELLANEOUS 


MS3 DERMATOLOGY 


A series of 100 2” x2” (35 mm.) Kodachrome slides on 
Skin Diseases made with the cooperation of Dr. George 
M. MacKee, Director, and Dr. Charles F. Sims, Asso- 
ciate, New York Skin and Cancer Unit of Post-Graduate 
Medical School and Hospital, New York City. 

The classification of diseases follows the classification 
given in the tenth edition of Diseases of the Skin by 
Richard Sutton and Richard Sutton Jr. 


CLASS I — INFLAMMATIONS 
CLASS III — METABOLIC DERMATOSES 
CLASS VI — ANOMALIES OF PIGMENTATION 


CLASS VII — MALFORMATIONS 
CLASS VIII — NEW GROWTHS 


CLASS IX — VIRUS DISEASES 
CLASS X DISEASES DUE TO BACTERIA 
CLASS XI — DISEASES DUE TO HIGHER FUNG! 


CLASS XII_— DISEASES DUE TO PROTOZOA 
CLASS XIII — DISEASES PARTICULARLY AFFECT- 
ING THE CUTANEOUS APPENDAGES 


MS SKIN-NEVI and CANCER 


Set of 64 slides bound in 
Kodak cardboard ready-. 
mounts, including syllabus.MS/KM $52.0! 
Same, bound in Adams Slide A 
i MS/AB_ 58.0 


MS2 DERMATOLOGY and SYPHILOLOGY 
N MS3 DERMATOLOGY 

D 90c per slide bound in Adams Slide 


| 44 EAST 23rd STREET, NEW YORK 10, N. ¥. ww 


MS 


inders 
80c per slide in Kodak cardboard 


M 
$ readymounts 


Orders for 50 slides less 5%—for 100 slides 
or more less 10%. 
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Whether you treat syphilis in 80 
weeks, 60 weeks, 26 weeks... or 
even by one of the more intensive 
courses... MAPHARSEN* offers the 
following advantages: 


@ Effective — causes rapid disap- 
pearance of spirochetes and 
prompt healing of lesions. 


® Relatively low toxicity —well- 
tolerated, even in the larger doses. 


® Easy to administer. 


MAPHARSEN 


@ Requires no special preparation. 
® Can be injected rapidly. 


© Can often be used in full doses 
in patients intolerant to the ars- 
phenamines. 


MAPHARSEN is meta-amino-para-hy- 
droxyphenylarsine oxide (arsen- 
oxide) hydrochloride ...a modern 
arsenical which has facilitated the 
development of the new, accelerated 


forms of syphilis therapy. 
*Trade-mark Reg. U.S. Pat. Off. 


rhe, Parts Company DETROIT 32, MICHIGAN 
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INTHR: 


Far Surgical tatisepsis 


Zephiran Chloride is a germicide of high bactericidal and bacterio- 
static potency. In proper dilutions it is nonirritating and relatively 
nontoxic to tissue cells. 


Zephiran Chloride possesses detergent, keratolytic and emulsify- 
ing properties, which favor penetration of tissue surfaces, hence 
removing dirt, skin fats and desquamating skin. 


Zephiran Chloride is widely em- 
ployed for skin and mucous mem- 
brane antisepsis—for preoperative 


INDICATIONS HOW SUPPLIED 
Zephiran Chloride is available in 
TINCTURE 1:1000 Tinted 


disinfection of skin, denuded skin 
and mucous membranes, for vagi- Pca TINCTURE 1:1000 Stainless 


nal instillation and irrigation, for 
vesical and urethral irrigation, for 
wet dressings, for irrigation in eye, 
ear, nose and throat infections, etc. 


AQUEOUS SOLUTION 1:1000 
in 8 ounce and 1 gallon bottles. 


Write for informative booklet 
WINTHROP CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 
NEW YORK 13, N. Y. * WINDSOR, ONT. 
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BRECK 


Work Cream 


Lane; Netive Ingredients 


Carbowrt 


e Gtyco! 


Net Weight 1 Pound 
Copy 
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BRECGCK WORK CREAM 


Breck Work Cream makes an ideal cream to apply to the 
hands after a days work - Breck Work Cream is made to 
conform to the same high standard of excellence already 
produced in the Breck Protective Creams and in the Breck 
Hand Cleaner - Breck Work Cream gives the men 
and women working in industrial plants and_ business 
Offices a hand cream which can be used with confidence 


H BRECK INC . MANUFACTURING CHEMISTS ° SPRINGFIELD 3 MASSACHUSETTS 
ADIAN ADDRESS : 47 CLARENCE STREET OTTAWQ€A 
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ZEPHYR... astrictly dermatologi- ratec 
cal x-ray apparatus specifically de- me 
signed to deliver continuously the 
quality and quantity of radiation ge 
required for dermatology. The tai 
“Zephyr” line is described in 


Picker Bulletin Z-124. 


PICKER X-RAY CORPORATION 


300 FOURTH AVENUE e NEW YORK 10, N.Y. 
WAITE MF’G DIVISION « CLEVELAND, OHIO 


| 
cme 5 
| WA: 
| NE 
| 
| 
| alN 
| 
| oR cLose? ariety of erating irV, 
| 
| 
| 
| | 
| 
| 
| 
| 
| 
| 
| 
| 
| | 
| 
| | 
ig 
| | 
Unive 


Archives of Dermatology and Syphilology 


NOVEMBER 1944 


NuMBER 5 


Copyricut, 1944, By THE AMERICAN MEDICAL ASSOCIATION 


E. WILLIAM 


NEW 


hen the sulfonamide drugs are used in- 
against specific organisms capable of 
iycing serious or crippling systemic disease, 
in safeguards are necessary: optimum dos- 
alkalinization, dilution, determination of 
concentration, blood counts, etc., to avoid 
hematologic and other visceral ill effects. 

nite of all precautionary measures, cutaneous 
‘various types of reactions may appear that 
‘onsidered more or less unavoidable. The 
inistration of sulfonamide compounds in the 
sence of a major infection, however, is justi- 
' regardless of any untoward reactions that 


deve lop. 


y purpose to discuss the hazards of 
local use of the sulfonamide compounds. 
s topic bears repetition because these drugs 
being used more and more in treatment of 

mparatively minor infections of the skin and 
icial mucous membranes. Such preparations 
have certain immediate advantages over the 

‘er and conventional measures in selected cases. 
eir indiscriminate use for other local infections 
the skin and mucosal orifices is questionable, 

t only because of the uncertain results but 
ause of the potential hazards that may develop. 
sulfonamide compounds are being used in 

the form of powder and also are being incor- 

sorated in lotions, films, water-soluble creams, 
ntments and pastes. Preparations suitable for 
the eyes, ears, nose and throat, vagina and ano- 
rectal area are available. First-aid dressings 
nd various confections, also a shaving cream, 
ntaining one of the drugs have appeared on 
e market. In most instances the preferred 
active ingredient is sulfathiazole, and therefore 
the present observations are directed mostly 
against that particular drug. They also apply 
to the other derivatives, if used in the same way. 

Read at the Sixty-Fifth Annual Meeting of the 

American Dermatological Association, Inc., Chicago, 

june 21, 1944, 
_ From the Skin and Cancer Unit of the New York 

taduate Medical School and Hospital, Columbia 

sity, Dr. George M. MacKee, Director. 
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OF SULFONAMIDE COMPOUNDS 


COMPOUNDS 
DISEASES 


LOCAL USE OF SULFONAMIDE 


FOR VARIOUS 
Pyodermas: Impetigo, Ecthyma, Chancroidal 
Infection. — The dermatitis from sulfathiazole 
that I have seen was usually in adults affected 
with impetigo. The cutaneous reaction was 
more frequent than the dermatitis observed from 
the use of ammoniated mercury in such cases. 
According to Klauder,’ dermatitis from am- 
moniated mercury is uncommon. There seems 
to be a contrary impression, but it is not sus- 
tained by the enormous amount of ammoniated 
mercury being used (annual sale of one million 
packages besides that dispensed on prescription ) 
and the reports of only 12 cases * of dermatitis 
from its use from 1883 to 1942. With due 
allowance for unpublished cases, the incidence of 
reaction to this mercurial is extremely low. 

Dr. H. N. Cole,’ in his report for the Council 
on Pharmacy and Chemistry of the American 
Medical Association, gave a careful review of the 
literature on the local use of sulfonamide com- 
pounds in dermatology. He advised that such 
preparations should be used only after the older 
tried methods have failed and that great care 
should be exercised not to extend their applica- 
tion over five days at the most. Despite this 
warning and their nonacceptance as yet in 
“New and Nonofficial Remedies,” such prepara- 
tions are being used more than ever and with 
careless abandon. 

Of the numerous sulfonamide preparations to 
be had, microcrystalline sulfathiazole seems to 
be the most promising, preferably in an oil in 
water emulsion base. Concentrations not above 
10 per cent are considered adequate. 


1. Klauder, J. V.: Comment on “Germicidal Soaps,” 
in “Germicidal” Soaps, report of the Council on Phar- 
macy and Chemistry, J. A. M. A. 124:1201 (April 22) 
1944. 

2. Gibel, H., and Kramer, B.: Idiosyncrasy to 
Mercury Preparations in Childhood: Report of Two 
Cases of Reactions to 5 per Cent Ammoniated Mercury 
Ointment and Mercury Bichloride Solution (1: 1,000), 
Am. J. Dis. Child. 66:155 (Aug.) 1943. 

3. Cole, H. N.: The Local Use of Sulfonamide 
Compounds in Dermatology, J. A. M. A. 128:411 
(Oct. 16) 1943. 
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There is no denying that such preparations during a period of thirty-one days jp, . 
are generally effective against impetigo and also vulgaris. Uremia developed, and the ,,, 
against ecthyma. But there are other factors died shortly thereafter. Fortunately, no i , 
to be considered besides the immediate cure. If ties have followed the external use of the 4 ties 
the eruption clears in five days, so much the Burns, Eczematous Dermatitis. Dorp ritis 
better. There are evidently cases in which it josis—-Aside from the general | Ks net! 
does not respond in the maximum safe period, ployed for burns of a major degree and eye 
else there would be no need of a warning. Some the Jocal treatment at present in 
persons may acquire a reaction in less than five application of sterile petrolatum gau: 
days of use of the cream, because they had itp emphasis on suitable compress 
previously become sensitized. Others who are  }{eavily infected burns may require t! 
discharged from treatment may at the time not internal use of one of the sulfonamide 
show any visible reaction, but sensitization may or one of the newer antibacterial b; 
be in the process of developing. The benefits directions issued by the Medical Divisio: 
derived from the local use of a sulfonamide Office Of Civilian Defense® advise 
compound may be offset in some cases by the the indiscriminate application of 
possible appearance of a dermatitis that may drugs in the treatment of burns. 
require prolonged treatment. This, in turn, The sulfonamide drugs have no 
may render the patient vulnerable to the luture treatment of the various types of ut 
use of the drug when it is needed for more : 
important reasons. There is still a further pos- 
| sibility, not altogether remote, that the patient 
may become resistant to sulfonamide drugs. 


eczematous dermatitis. They have 1 
the superficial forms of fungous inf 
are contraindicated for all such der 

Because of these and other unnecessary risks 

. they usually aggravate the primary 

mentioned later, use of such preparations should present. Their use may be requit 

be restricted to cases in which sensitiveness to f ‘ 


presence of superimposed secondai 
mercury exists or in which other adopted mea- infection (lymphangitis, cellulitis, os 
es fail to produce results. Pe. etc.). Here the optimal results are ol ta 

Chancroidal infection responds rapidly to local careful dosage by mouth. The t 


dusting with sulfanilamide or sulfathiazole pow- cation of sulfonamide compounds, 

ee: Cole has advised the concurrent use Of 4 alone, has only a slight favorable adva 
the drug by mouth. A risk of reaction in such over the conventional topical use of wet dr 
cases is justified because of the uniform good 
results when compared with results of measures 
previously employed. 


ings of solution of boric acid, solutior 

minum acetate, or solution of potassium | 

ganate, not enough to risk the possibil 

annoying secondary local or general 

from the sulfonamide compounds. 
Infections of the Mucosal Orifices and Minor 

Surgical Injuries —Eruptions may follow the ux 


Furuncles, Carbuncles, Abscesses, Varicose 
Ulcers, Secondarily Infected Dermatoses.—De- 
spite their value in selected cases of such derma- 
toses, the advantages of the local use of the 
sulfonamide compounds over the older and con- 9" 
ventional methods of treatment are not enough ° topical applications of sulfathiazole in the i 
. to warrant the risk of a reaction from them. of instillations, ointments and gargles 5 \ 

There is no way of preventing such reactions infections Ot the eyes, — = and | bre: tons 
in all cases, even if the drug is used for a short Other orificial areas. The merits oi such pre 
period. cedures will not be discussed. Phe various vis 

Acne Vulgaris, Sycosis Vulgaris, Infectious ble membranes, with the 
Eczematoid Dermatitis—The topical application the 
of the sulfonamide drugs for these dermatoses from the external application of the ne agit: 
has been generally ineffective. Apparently the compounds. vermilion border 
drug has been used internally either alone or the lining of the eaterant mnpenes hanpescss 
in conjunction with its external use for pro- 
longed periods in such dermatoses.  Sutliff 4 labia, however, become involved 
reported the case of a girl 15 years old who reaction of the adjacent skin due to the externa... 
received 15.5 Gm. of sulfathiazole by mouth 


use of these preparations. This is somew!a™jj—— 


analogous to what happens with the extern 6 


4. Sutliff, W. D.; Halpern, M.; Griffin, G., and ————— : 
Brown, H.: Sulfonamide Toxicity as a Cause of Death 5. Medicine and the War: Civilian Defense—\ 
in New York City in 1941, J. A. M. A. 121:307 Recommendations on Treatment of Burns and Wo 
(Jan. 30) 1943. Infections, J. A. M. A. 122:816 (July 17) 1 
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rm. As in the latter instance, pro- 
skin where possible, when applying 

le preparation to various mucosal 
prevent the development of a der- 

e adjacent skin. 

n of the drug into the blood due 
rption from the mucosa may result 
, cutaneous reaction but in visceral 

lar to those following internal ad- 


namide drugs in various pharma- 
are being applied to cuts, bruises 
\inor surgical injuries. In addition 
ind generalized dermatitis that may 
in healing and troublesome san- 


This will be 


may develop. 


ing 


REACTIONS FROM 


USE 


NCY OF 
EXTERNAL 
mated in 1941 that about 10 per 
ns who took a sulfonamide com- 
lly had some kind of reaction from 
her observers consider reactions as 


There are some recent 


ss frequent. 
vever, that indicate that Long’s es- 
re in keeping with the actual situa- 
ng these reactions, eruptions of vari 
ire a conspicuous feature.* The 
nd other reactions have a tendency 
subsequent use of the same drug 
recur when another derivative of 
le is substituted. A small trial dose 
riven to determine this. 
ting of sulfonamide compounds in 
rm into various large body cavities 
reactions similar to those seen fol- 
he internal use. They are not so fre- 
ever, unless used in excessive amounts 
prolonged periods. 
sa difference of opinion among various 
as to the frequency of cutaneous re- 
‘rom the local application of the sul- 
drugs. Some of the pioneers in the 
sulfonamide ointments have expressed 
that cutaneous reactions from such 
ns appeared only in an_ occasional 


esed 


i 


this question with the dermatolo- 
ts whom I am associated. Dr. George 
- 
\laclvee, for instance, told me that he has 
n reactions but that they were infre- 
‘ent. (On the contrary, Dr. Fred Wise stated 
P. H., in discussion on Sutliff and others.4 
H. F.; Dumoff-Stanley, E.; Lepper, 
Sweet, L. K.: Relative Toxicity of Sulfa- 
| Sulfadiazine, J. A. M. A. 125:103 (May 
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that he saw on the average about 2 cases a week. 
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Dr. Isadore Rosen said that he usually observed 
l case or more every week. Dr. Howard Fox 
was of the opinion that dermatitides from the 
external use of sulfonamide compounds were 
appearing with increasing frequency—enough to 
warrant restriction in the use of such 
preparations. That such reactions are far from 
occasional is in accord with my own experience. 

Darke § in treating 218 different patients with 
injuries of a minor surgical nature with 5 per 


some 


cent sulfathiazole cream observed 12 instances, 
or 5.5 per cent, in which sensitivity developed. 
Downing ® has seen 300 serious cutaneous reac- 
tions mostly from the external use of the sulfon- 
amide compounds, usually in an ointment base, 
in cases of uncomplicated industrial dermatitis. 
Tate and Klorfajn *° observed 55 cases of derma- 
titis from sulfonamide drugs, 52 
ternal application of sulfanilamide and 3 from 
sulfapyridine, in a total of 2,280 admissions to 
the dermatologic department of a British military 


from the ex- 


hospital, during a period of six months. There 


are other British observers who have also re 
ported a number of such cases. Judging from 
the correspondence that appeared in several sub- 
sequent issues of the Lancet following Tate and 


Klorfajn’s article, there is apparently some dif- 
ference of opinion in other quarters as to the fre 
quency of reactions from the external use of such 
preparations. 

This discrepancy in observations of persons 
with wide experience is puzzling. The hazards 
unavoidable reactions from the internal use 
serious illness 


of 
of the sulfonamide drugs for a 
are justified. The frequency of such reactions 
may be more or less an academic question. It 
becomes a matter of importance when such drugs 
are applied externally for comparatively minor 
disorders. Here one must weigh the advantages 
against the possible disadvantages of such pro- 
cedures over those formerly employed. 

Drugs are capable of causing eruptions irre- 
spective of the method of administration. FErup- 
tions from certain drugs appear in practice only 
from internal use (arsenicals, barbiturates, gold). 
Drugs employed mainly for their local pharmaco- 
logic effect (iodoform, menthol, procaine hydro- 
chloride) may produce local dermatitis but 
seldom give rise to eruptions when used inter- 


nally. Certain mercurial preparations like me- 


8. Darke, R. A.: Sensitivity to Topical Application 
f Sulfathiazole Ointment, J. A. M. A. 124:403 (Feb. 
12) 1944, 

9. Downing, J. G.: Dermatophytosis and Occupa- 
tional Dermatitis, J. A. M. A. 125:196 (May 20) 1944. 

10. Tate, B. C., and Klorfajn, I.: Sulphonamide 
Dermatitis: Sensitization from Local Application, 
Lancet 1:39 (Jan. 8) 1944. 
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tallic mercury, mild mercurous chloride and 
mercury bichloride produce cutaneous reactions 
more often when applied externally than when 
used internally. Other drugs, mostly the or- 
ganic compounds (quinine, resorcinol and sali- 
cylates), produce eruptions from internal use as 
often as from external application. It is to 
this last category that the sulfonamide com- 
pounds apparently belong. The frequency of 
the cutaneous reactions that follow their internal 
use is reported to be from 2 to 10 per cent.” 
The frequency of such reactions from external 
use should be either about the same or higher, 
judging from some of the reports previously 
cited and the increasing resort to the use of 
such products. 

If reactions, particularly from the external 
use of the sulfonamide drugs, were reported to 
some central body representing the various na- 
tional dermatologic societies, then the frequency 
of such reactions might be arrived at more ac- 
curately. On the basis of the number of der- 
matologists in the United States ** and on the 
assumption that each one sees at least 1 new 
case of dermatitis from the external use of a 
sulfonamide drug a month, I venture to estimate 
that the number of such cases yearly runs into 
inany thousands. 

Another matter that may require consideration 
is whether it is advisable to determine any 
change in reaction capacity of the patient to 
the drug after discharge from treatment with 
a sulfonamide preparation, external or internal, 
although no ill effects were present during the 
time of treatment. This should give the number 
of persons in the United States who are sensi- 
tized to the compounds. 


COMMENTS ON ERUPTIONS ENCOUNTERED 
WITH EXTERNAL USE 

Pathogenesis. —The eruptions from use of sul- 
fonamide compounds, irrespective of the method 
of administration, are no different in many ways 
from those that appear from the use of other 
drugs. With internal use of the sulfonamide 
drugs erythematous (morbilliform, scarlatini- 
form, erythema-multiforme-like, pemphigoid, 
fixed) eruptions may appear. The location of 
the eruption favors the parts of the body ex- 
pesed to the sun, as the drugs are photosensi- 


11. Bloom, D.: The Danger of Cutaneous Reactions 
to Sulfonamides, New York State J. Med. 43:1499 
(Aug. 15) 1943. 

12. American Academy of Dermatology and Syphi- 
lology: Fourth Annual Meeting in New York, Dec. 14 
to 18, 1941, News and Comment, Arch. Dermat. & Syph. 
45:581 (March) 1942. The number of members was 
given as 825. 


tizing. Eczematous dermatitis, som ctimes , 
tensive, may appear after the intern! yse 
ticularly if an earlier dermatitis had devel, 
from the external use or if an eczen 7 
tion had been present previously ‘rom ga 
other cause. Visceral reactions (blood js 
kidney) observed from the internal use oj 
sulfonamide drugs have not occurred from 4 
external use. Fever, conjunctival reactions :, 
erythema-nodosum-like lesions appear soa 
from the internal use of sulfathiazol 

Most of the urticarial erythematous and » 
zematous responses are accepted as allergic j 
nature. Fever and nodose lesions are attribys 
by some authors to other unknown facton 
Some of the visceral effects are considered mos 
toxic, while injury to the urinary apparatys 
due to irritation and obstruction by crystals 
an acetylated compound of a sulfonamide dp 
formed by conjugation. 

The principal reaction from the external y 
of the sulfonamide compounds is the develo 
ment of a dermatitis. This at the start in; 
ways differs from an ordinary contact dermatit 
from other sensitizing agents. The sulfonamif 
drugs, with the exception of some of the alk, 
line salts, even in a concentration of 50 per cent 
are not primary irritants. Miller? and other 
showed that cutaneous reactions are apt to i 
more severe with concentrated ointments. 0} 
the various sulfonamide compounds which he 
used, sulfathiazole was the single offender 
Others have encountered reactions from differ- 
ent derivatives. Several investigators have found 
that certain vehicles employed may act as the 
sensitizing agent. 

The dermatitis from the local application o 
a sulfonamide drug appears first at the site of 
application and often simulates the cutaneous 
disease for which it is being used. An im 
petiginous eruption that is being treated presents 
an increased number of follicular-pustular le 
sions ; eczema cruris, an increase in the number 
of papules and vesicles with diffuse redness; a 
ulcerative lesion, painful granulations. In some 
cases, the face becomes involved, presenting 
edema and redness. This usually heralds a 
extension of the eruption to the trunk with the 
appearance of erythematous macules, some ¢ 
the iris type, alone or mixed with papulovesicular 
and pustular lesions, especially in the inter- 
triginous areas. The eruption may become get 
eralized even though application of the drug 1s 
discontinued. Frequent relapses are the rule 


13. Miller, J. L.: Use of Sulfanilamide and Its 
Derivatives in Ointment Form, Arch. Dermat. & Sypi 
46:379 (Sept.) 1942. 
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times metime: with different types of lesions. Ex- 
tee the auditory canals, with involve- 
develony nostrils, the lips and even the mouth, 
US ern Involvement of the scalp may be 
OM sop we complete alopecia. Furunculosis 
10d, so appear. There may be a rise in tem- 
Ise ( re. and there may be a complaint of pains 
from al, the extremities. This represents a severe 
Ctions afflMece of reaction and requires months before 

Ir usu olete recovery takes place. I will cite the 

«lowing cases as examples: 

S and sce 1-——-Mrs. A. G., white and 31 years old, was 
illergic “mipara in the seventh month. She suffered a sun- 
attribute 

1 factors 

‘ed most 

Daratus 
rystals 


lide dry 


ernal ys 
develo 
art inp 
lermatit 
fonamid 
the alk 
per cent 
others 
pt to k 
nts. Qf 
offender 
1 differ: 
ve found 
as the 


ation of 

site of 

‘taneous ‘ 

An im 

resents 

lar le 

numbe 

ESS; an 

n some Fig. 1 (case 1)—Local flare-up of sulfathiazole der- 

senting Matt over a keloidal area of the left arm after acci- 

Ids _° Mental handling of sulfathiazole cream by the patient. 

ith ™ stroke several years previously, and since then the skin 

m€ Ot MMocad remained sensitive to the sun. Her past history 

sicular MBs otherwise irrelevant. On Aug. 27, 1943, she sus- 

inter- Memed a second degree burn of her left arm from a 

oon aot stove. The local druggist supplied her with a 

acid in cod liver oil ointment containing 1 per 

Tug 18 MM cent sulfathiazole that she used for one week. For the 

> rule, MBxt two weeks she used a 5 per cent sulfathiazole 
cream given her by her physician. The redness of 

nd Its“ burnt area continued to enlarge and was followed 

: Syph. #0 October 1 by an itching eruption on her arms and 


‘gs. Another dermatologist, not knowing that she 
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had been applying sulfathiazole, gave her ultraviolet 
irradiation to the extremities about the middle of 
October. She was first observed at my office on Oct. 
21, 1943. The skin presented macular lesions, of 
the erythema type, covering almost the entire body, but 
most conspicuous on the face, chest, arms and legs. 
The site of the burn on the left forearm was red, 
edematous and keloidal. The patient was hospitalized. 
During her hospitalization, a number of recurrences de- 
veloped, one of which could be explained by the acci- 
dental handling of the sulfathiazole cream that I had 
asked to be brought for identification. The skin over 
the keloidal area on her left arm participated in these 
recurrences by showing increased redness and swelling 


(fig. 1). It was about three months before her erup- 
tion subsided. She gave birth later to a healthy boy 
at term. 


I believe that this was a definite case of 
sensitization to the external and prolonged use 
of a sulfathiazole cream, aided and abetted by 
the ultraviolet irradiation. As is the case with 
the internal use of these drugs, patients applying 
the sulfonamides externally may also become 
photosensitive. Epstein ‘* showed that the local 
intracutaneous injections of sulfanilamide pro- 
duces such an effect. Thus another risk is in- 
curred with the external use of these compounds. 

It has been noted that patients who show no 
ill effects while taking a sulfonamide drug in- 
ternally run less chance thereafter of acquiring 
a reaction the longer they keep on taking the 
drug. I have observed this in 1 patient who 
took various sulfonamide drugs for over five 
years for a recurrent lymphangitis of the scrotum. 
Nevertheless, I do not think it is safe to use 
the drug for such prolonged periods. Tate and 
Klorfajn were able to desensitize several of their 
patients with dermatitis from sulfanilamide oint- 
ment by the oral use of the drug. Usually, how- 
ever, when the cutaneous reaction has subsided 
from the external application, the use of the 
drug internally soon after or much later may 
precipitate a new outbreak more extensive than 
before.?® 

A redeeming feature about the reactions from 
the external use of the sulfonamide compounds 
has been the absence of any serious visceral 
complications like those appearing from the in- 
ternal or parenteral use of the drug. This refers 
to hepatic or renal damage, leukopenia, acute 
hemolytic anemia and others. This is because 
little absorption into the blood takes place with 
local application. The following case, however, 
may indicate that other organs may not alto- 
gether escape even when the drug is used 
externally. 


CasE 2.—Miss M. F., a bank clerk 17 years old, pre- 
sented herself at my office on Nov. 26, 1943, with a 


14. Epstein, S.: Photoallergy and Primary Photo- 
sensitivity to Sulfonamides, J. Invest. Dermat. 2:43 
(April) 1939. 
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severe weeping dermatitis of the scalp, face, ears, neck, 
chest and groins. Five weeks previously an ophthal- 
mvologist had prescribed a 5 per cent sulfathiazole oint- 
ment and eye drops of a colloidal silver solution for a 
keratoconjunctivitis of the right eye. The treatment 
was discontinued after one week when the ocular infec- 
tion cleared. Two weeks later use of the ointment was 
resumed because of a recurrence of the conjunctivitis 
in both eyes. Almost imr.ediately, the eyelids and face 
began to swell, and although she discontinued use of the 
sulfathiazole ointment, red and weeping patches began 
to appear on her scalp, face and other parts of the 
body. The eruption continued to spread over the entire 
body, giving the appearance oi an infectious eczematous 
dermatitis. There was a purulent secretion from the 
external ear canals with crusting of the nostrils. 


\phthous-like lesions were present in the mouth. She 


DERMATOLOGY 


AND SYPHILOLOGY 


The sulfathiazole ointment in 


the skin of the eyelids caused the 


The visceral effects, some of which 
with improvement of her eruption 
of other possible causes, seemed to 
sulfathiazole ointment. 
have been absorbed through the < 


In the following cases the reacti: 


a comparatively minor nature: 


Case 3. 
office on March 19, 1943. 
12 sulfathiazole tablets, 0.5 Gm. each, for 
to be taken in four days. Two weeks 
ceived a sulfathiazole ointment for an 


Fig. 2 (case 6).—Erythematosquamous sulfathiazole dermatitis 
Sensitization developed from 


extremities were similarly involved. 
of sulfathiazole tablets for impetigo of the face. 
cream. 


lost all the hair on her scalp. Although her general 
condition was good, her pulse was alarmingly rapid— 
150 per minute. She complained of itching all over 
the body and of pains in the arms and legs. The urine 
was normal. The blood picture revealed a normal 
number of leukocytes, with 24 per cent segmented 
neutrophils and 68 per cent lymphocytes. An occasional 
atypical lymphocyte was seen. The rest of the count 
was normal. The eruption has not entirely cleared at 
the date of writing. The hair on her scalp has re- 
turned. The pains in her extremitis have disappeared. 
Her pulse is now of normal rate. The white cell dif- 
ferential count still shows a relative preponderance of 
lymphocytes. 


bullous. 


ear canal. 
the right lobe. 


The eruption in the latter area spread 
A diffuse itching erythema devel 
face, ears, chest and forearms. The erupt 
about one month. 


Case 4.—Mrs. V. B., 


Some of th 


Mrs. V. W., 44 vears old, ay 


She stated she h 


of the face and ears. The chest 
application of sulfathiazole cream a1 
The dermatitis was precipitated by a return to the 


about 40 years old, 
observed at my office on Feb. 3, 1944. She |! 
a sulfathiazole ointment for a probable impet 
left cheek around Christmas time in 1943. 


ising some sulfanilamide drops for the right 


She presented a weeping red der 
The eruption of the right e 
rapidly when use of the ointment and drops w 
continued. 
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Mr. L. S., 43 years old, came to see me on 
‘4. He had cut his left ear lobe and had 
azole cream for two weeks and then after 
val for another few days. This last appli- 
1 the development of a crusted dermatitis. 
| in two weeks with use of a bland ointment. 


7 Miss A. de A., 17 years old, appeared at the 


Cancer Unit of New York Post-Graduate 


| and Hospital (service of Dr. I. Rosen) 
1944. In December 1943 she had impetigo 


for which she used a sulfathiazole cream. 


n not improving, she substituted sulfathiazole 
ne week. Then, because she kept on getting 
tarted to use the cream again. When seen 
of this year, the entire face, ears, chest 
tremities presented a red scaly and itching 
vith yellowish crusts. It took two months 
n to clear. Several blood counts showed 
ry anemia with about 3 per cent eosino- 


E. D., a boy aged 7 years, when observed 
1942 had patches of impetigo scattered 
the body. Five per cent sulfathiazole 

s applied without reaction to all the lesions 
On the sixth day the patient awoke 

ing of the right jaw. He was seen by his 
no cause for the swelling was found in 
he following morning the edema spread 
and prepuce. The edema was soft, 
n of dermatitis. The impetigo had largely 
swelling disappeared in twenty-four hours 
the ointment was stopped and a solution 
iolet substituted. The mother remembered 
had had a mild dermatitis on the elbows 
months previously while taking sulfa- 
mouth for a threatened mastoiditis. The 
red entirely in three days of treatment with 


eye lids 


in angioneurotic edema type of reac- 


lennie and Costello reported similar 


from the internal use of sulfathiazole. 


ber of other cases of dermatitis from 


le compounds, mostly in clinic patients, 
rved. Although they were charted as 


ide dermatitis, they are not recorded 
such, because of the patients’ failure 


turn for investigation. 


tis Venenata-Like Lesions Due to the Oral Admin- 
' Sulfathiazole, J. A. M. A. 120:197 (Sept. 


patch tests were made in any of the 


The history was considered ade- 


No determination of the concentration 
rug in the blood was made. 
nts has so far had a subsequent attack 
‘ermatitis by either purposeful or accidental 
posure to the drug. A relapse of this nature 
best proof available at present for the 
relationship between cause and effect. 


None of 


Lowry Miller, of the Vanderbilt Clinic, 
history of this case. 
Angioneurotic Edema and Der- 


llo, M. J.; Rubinowitz, A. M., and Landy, 
lionamide Therapy in Dermatology: Obser- 
lwo Hundred and Sixty-One Cases at Belle- 
al, New York State J. Med. 42:2309 (Dec. 


295 


SULFONAMIDE COMPOUNDS 


Failure of recurrence might not be altogether 
evidence to the contrary. 

Histology of Sulfathiazole Dermatitis —Ted- 
der,'® in his histologic study of the various types 
of eruptions from the internal use of sulfonamide 
compounds, stated that such dermatoses present 
various stages of inflammation that cannot be 
differentiated from those produced by sensitiza- 
tion. On the other hand, the dermatitis from 
sulfonamide compounds precipitated by sunlight 
presented pathologic changes similar to those 
seen in cases of arsenical dematitis and of acute 
lupus erythematosus. 

Miescher ?® described the peculiar histologic 
character of the erythema-nodosum-like lesions 
following the internal use of sulfathiazole. In 
the superficial type the infiltration was reminis- 
cent of a small metastatic skin focus seen in 
septicemia. The deep type presented edema 
and nodules of small polymorphous histiocytes 
with polymorphonuclear leukocytic infiltration 
situated between the cutis and the subcutis. 
Miescher stated that he believed this to be an 
inflammatory-granulomatous reaction activated 
by the sulfathiazole. 

There was little opportunity to perform biop- 
sies in all cases of dermatitis as a result of the 
purely external use of sulfathiazole. It was 
done in case 6, from a patch of dermatitis on 
one arm (figs. 3 and 4). The result of the 
histologic examination was reported by Dr. Wil- 
bert Sachs as follows: 

The vessels of the middle and upper portions of the 
cutis were dilated, with some focal cellular infiltration 
about them. There was considerable edema, especially 
in the subepidermic region, where the capillaries of the 
papillary bodies were greatly dilated. The overlying 
epidermis was acanthotic, the rete pegs elongated and 
the suprapapillary plates thinned. The surface was 
covered in part by parakeratosis and in part by a large 
crust. There was a slight intercellular edema of the 
epidermis. The vessel walls were thinned and in some 
areas seemed to be broken up. The cellular infiltration 
was composed of small round wandering connective 
tissue cells and plasma cells. The acanthosis was like 
that seen in psoriasis. The area of local necrosis simu- 
lated a reaction due to contact with a primary irritant. 
The vascular changes and focal cellular infiltration 
indicated a subacute inflammatory process which was 
of a productive nature owing to the presence of plasma 
cells. 

The histologic conditions are interpreted as 
indicating that the drug has no selective action 
on any particular structure of the skin but calls 


18. Tedder, W. T.: Toxic Manifestation in the Skin 
Following Sulfanilamide Therapy, Arch. Dermat. & 
Syph. 39:217 (Feb.) 1939. 

19. Miescher, G.: Sulfathiazole Eruption and Sulfa- 
thiazole Fever, cited by Sulzberger, M. B., and Baer, 
R. L.: The Year Book of Dermatology and Syphi- 
lology, Chicago, The Year Book Publishers, Inc., 1943, 
p. 81. 
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forth a fairly severe productive inflammatory 
reaction in the cutis with eczematization of the 
epidermis. It does this even in distant areas 
where the ointment has not been applied. This 
may explain the relapses and the slow clinical 
recovery almost characteristic of a sulfonamide 
dermatitis. A study of other cases, however, 
is necessary to determine whether they are 
similar in nature. 

Prevention. — Wider dissemination of the 
knowledge of reactions and their consequences 
from the external use of sulfonamide compounds 
is desirable. 


harmless diseases of the skin which can be satis, 
treated by equally efficient drugs; and be 1: furthe 

Resolved, That the Section condemn the use ,; 
pared dressings containing sulfonamide dru; whj, 
sold promiscuously to the laity.?° 

Likewise, the Department of Health oj , 
city of New York on Aug. 31, 1943 amen 
Section 118 of the Sanitary Code to require 
physician’s order for sulfonamide drugs, not «, 
for internal use but for external use whet, 
powder, ointment or sprays.** These restrictic, 
apparently do not apply to first-aid dressing 
containing sulfonamide compounds. 


Fig. 3 (case 6).—Biopsy specimen (x 75) from dermatitis of left arm from use of sulfathiazole cream ior 
impetigo of the face. Note the dilated vessels of the papillary bodies and of the middle and upper portions oi th 
cutis and also the edema in these areas. There are acanthosis, parakeratosis and crusting of the epidermis. 


Following the reading of the paper by Bloom *? 
the Section of Dermatology and Syphilology of 
the New York State Medical Society at the 
annual meeting on May 6, 1943 passed the fol- 
lowing resolution, introduced by Dr. Howard 
Fox: 


WHEREAS, Repeated administration of sulfonamides 
either internally or locally may sensitize an individual to 
these drugs and thereby preclude their future use in 
serious diseases, such as pneumonia; therefore, be it 


Resolved, That the Section of Dermatology and 


Syphilology go on record as strongly disapproving the 
indiscriminate use of sulfonamide drugs in relatively 


It is apparent from some of the histories mez 
tioned and also from reports of others thé 
changing from internal to external use of th 
drug or contrariwise or applying the dmg 
over a prolonged period or intermittently % 
conducive to the development of sensitization. 

Ultraviolet irradiation or exposure to the sut 
while such preparations are in use should le 


20. Abuse of Sulfonamides, editorial, New York State 
J. Med. 43:1497 (Aug. 15) 1943. 

21. Drugs, Devices and Cosmetics, Article 8, Sat 
tary Code, City of New York, Section 118 as amenctt 
Aug. 31, 1943, Quart. Bull. New York Dept. Healt 
11:52 (Dec.) 1943. 
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Atisfactns lly and Dowell ** believe that roent- 
‘urther sulfonamide compounds are in- 
18€ of i. The one may inhibit the action of 
“other and untoward effects may result. 
. raises the question whether it is safe te 
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open wounds they may encourage bleeding. 
Delayed healing time of surgical noninfected 
wounds has also been attributed to the local 
therapy with sulfonamide drugs.*° This, how- 
ever, does not detract from their great value 


Ith of - roentgen therapy when a sulfonamide drug when used internally or when used concurrently 
amend ino used externally. The use of local anes- with external application in wounds that are 
require of thle procaine series and the chemically heavily infected. 

Whe 

estrictj 
dressj As 


ns ol 

mis. L 

— Fig. 4 (case 6).—Higher power magnification (x 135) of a portion of figure 3. 

ny [ages in the cutis seemingly broken up in some areas. 

rs Rie asma cells comprise the cellular infiltration. 

Or 

baie. elated vitamin paraaminobenzoic acid may 

nty SM@hibit the antibacterial effects of the sulfon- 

tion. mide compounds.?8 

why The sulfonamide compounds have been shown 

uld 2M canse hemolysis in vitro. When applied to 

rk State 22 Kelly and Dowell, cited in Sulfonamides and 

> Con fttgen Therapy, Queries and Minor Notes, J. A. 

119:853 (July 4) 1942. 

Healt ‘3. de Waal, H. L.; Kanaar, A. C., and McNaughtan, 
- Antisulphanilamide Action of Procaine in Vivo, 


ancet 2:724 (Dec. 19) 1942. 


Note the thinned vessel 


Small round cells, wandering connective tissue cells and 


Other drugs with photosensitizing properties, 
like the barbiturates and gold, when used with 
sulfonamide drugs applied either externally or 
internally, may intensify the reaction of photo- 
sensitization. 


24. Pelner, L.: Bleeding Following Application of 
Sulfonamides to Open Wounds, Queries and Minor 
Notes, J. A. M. A. 125:178 (May 13) 1944. 

25. Bick, E. M.: Observations on the Topical Uses 
of Sulfonamide Derivatives, J. A. M. A. 118:511 
(Feb. 14) 1942. 
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Dermatitis has been seen by a dermatologic 
colleague from the use of a sulfathiazole first aid 
dressing. A death from tetanus has been re- 
ported ** following a smallpox vaccination on 
which such a dressing was applied. 

Household products not used for medicinal 
purposes may or may not have all the ingredients 
listed on the label. In view of this, it is often 
misleading to state that a person has had no 
previous exposure to a sensitizing chemical ex- 
cept after the most detailed investigation. 

Treatment.—lIt is unnecessary to state that the 
local application of a sulfonamide preparation 
should be discontinued and the substance re- 
moved from the skin and possible places of 
contact as soon as a cutaneous reaction has 
developed. Suitable topical applications should 
be applied with general supportive and symp- 
tomatic measures, as conditions require. 

The liver plays an important part in the 
detoxification of the sulfonamide compounds. 
Injection of crude liver extract seems to have 
a beneficial effect on the well-being of the patient 
and is recommended as a routine procedure. 
This may be reenforced with 100 to 200 mg. 
doses of ascorbic acid by mouth daily, for its 
possible antiallergic properties. Vitamin A 
should be added, for the sulfonamide drugs 
are known to inhibit the storage of vitamin A 
in the liver. 

The diet should be light, with plenty of fruit 
juices. In cases of a severe generalized der- 
matitis, with constitutional symptoms, contin- 
uous intravenous drip with solution of dextrose 
may be helpful. The inhibiting action of para- 
aminobenzoic acid on the sulfonamide compounds 
has proved of little value in preventing or curing 
reactions from these compounds.?? 


SUMMARY AND CONCLUSIONS 


There are innumerable preparations contain- 
ing sulfonamide compounds, usually sulfathiazole, 
advocated for external use on minor lesions of 
the skin and orificial mucous membranes. 

Such preparations generally shorten the dura- 
tion of impetigo, ecthyma, chancroid and pos- 
sibly other types of primary and secondary 
pyodermas. 

This advantage, while of some immediate 
value, is offset by the subsequent complications 
that may appear in these as well as other der- 
matoses (eczematous eruptions, varicose ulcers, 
burns and minor surgical injuries) and minor 
infections of the mucosal orifices. These com- 


26. Smallpox Vaccination: A Reminder, editorial, 
J. A. M. A. 128:486 (Oct. 23) 1943. 

27. Strauss, E., and Finland, M.: Failure of Para 
Aminobenzoic Acid to Inhibit Sulfonamide Rashes and 
Fevers, Am. J. M. Sc. 201:730 (May) 1941. 


plications are: (1) development of a loc, , 
generalized dermatitis (allergic sensitizatio, 
(2) appearance of photosensitization to syy) 
and ultraviolet rays; (3) interference with. 
aetion of the roentgen rays; (4) delay in y 

healing time; (5) local sanguineous oozin 
interference with the action of sulfonamide cy» 
pounds by local anesthetics of the procaine seri. 
and the chemically related vitamin paraam; 

benzoic acid; (7) resistance to sulfonamig 
therapy; (8) rendering the patient vulnerg 
to the subsequent use of the drug when mo 
needed. 

Observations and reports indicate that rex 
tions from the topical application of the sulfo, 
amide drugs are more frequent than is suspecte 

Wider dissemination of the knowledge 
reactions and their consequences is desirable 

Some restrictions should be adopted to prever 
the indiscriminate use of sulfonamide ointmer: 
and other pharmaceutic forms for external ys 

853 Seventh Avenue. 


ABSTRACT OF DISCUSSION 


Dr. Haroitp N. Cove, Cleveland: Dr. Abramowits' 
paper is most timely. It is this type of paper thy 
might well be released by the Association to Scien 
Service in order to reach the lay public on a larg 
scale. 

The sale of sulfonamide compounds over the counter 
is increasing by leaps and bounds. Now their use 
been so well imprinted on the public consciousness that 
the lay person demands them for any cutaneous ai- 
ment. The results of this are well known to every 
dermatologist. 

As the author has shown, the situations under which 
the individual becomes exposed to these compounds are 
becoming more and more bizarre—witness their incor- 
poration in shaving creams. Unfortunately, many 
them are due to their local use by physicians, thanks 
to the zealous endeavors of the detail man. 

Moreover, this by no means covers them all. 
give an example: A detail man for a drug house ha 
been in the custom of visiting physicians and, to sh 
the ease of application of his particular sulfonam 
compound, would rub some of it in on his hands. Th 
practice was followed for a long time. Some tin 
later he acquired a disease of the upper respirator 
tract, and his physician prescribed a sulfonamide dru: 
internally. There was an immediate localized reactio 
and a generalized dermatitis. 

All of us are familiar with such cases, and undoubt- 
edly there are many that are not seen by the derma 
tologist and that are not properly diagnosed. 

In my estimation, careful study would show that th 
frequency of such reactions is far higher than one cat 
imagine. The members of the medical profession at 
indebted to the efforts of their New York colleagut 
for their efforts to put this matter before the 

Moreover, a paper of this type should be placed ! 
The Journal of the American Medical Association i 
order to reach as many physicians as possible. 

Dr. Jacop H. Swartz, Boston: First of all, I watt 
to mention that I happen to be one of the victims that 
used the shaving cream and found out I was using 
sulfathiazole. I did not know it until Dr. Abramo- 
witz’ paper informed me of the fact. 
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mention 2 particular cases. The first was 
irmacist in one of the hospitals, who was 
in fathiazole ointments and using the pow- 
“Ue was seen with an eruption on his arms and 
nd swelling of the eyelids, a picture of contact 

with no history of contact. We sus- 

s drugs. He was an old man, who had 

armacy of the hospital for years. Finally, 
put the question. He said, “You know, I 
sing a good deal of powdered sulfonamide 

paring ointments, and every so often (the 

’r, Cole mentioned) I would smear a little 
n my skin to find out how soft and soothing 
| what a good base it was.” 

dermatitis which turned out to be the 
the contact, either as a dust or powder or 
intment. But the eruption was severe and 
1 his face. 

The other case is that of a man who used sulfa nose 
; containing a sulfonamide compound for an infec- 

respiratory tract. A few weeks later he 
sracted pneumonia and he was given a sulfonamide 
> A severe exfoliative dermatitis and anuria de- 
ed, and he died. His pneumonia, I understand, 
‘eared, and he died from the use of the sulfon- 
ide drug. I believe that the nose drops acted as a 
msitizing agent. 

PauL E. Becuet, Elizabeth, N. J.: Dr. 
amowitz’ paper is a timely and valuable contribu- 
to the subject. Of course, induced sensitivity 
1 the external use of the sulfonamide compounds 
ell known to dermatologists, but this does not hold 
xe of the general practitioners, who use these drugs 
kiernally not by the pound but, figuratively, by the 

That even the smallest amount of a sulfonamide 
g can induce sensitivity was well brought out in 
e case of a private patient with a small furuncle in 
is nose, for the relief of which I prescribed an oint- 
ent consisting of 10 per cent sulfathiazole in an 

lesterol-petrolatum base (aquaphor). Not more 
na grain or two of this ointment was applied daily 
the furuncle for not more than four days, at which 
the furuncle was apparently well. There was no 
reaction from the sulfathiazole. Ten days later 
er small furuncle developed on the arm, to which 
pplied the same ointment; twenty-four hours later 
area treated was covered with a severe vesicular 
rmatitis, which took several weeks to subside. A 
gich test with the same ointment on normal skin at 
ater date elicited a strongly positive reaction, which 
resented the same type of vesicles as those which 
ai occurred on the furuncle on the arm. The case 
es that induction of sensitivity can be brought 
bout by even infinitesimal amounts of a sulfonamide 
rug. In view of this fact, it is interesting to specu- 
as to whether or not the use of the enormous 
wantities of the sulfonamide compounds in powder 
m, both in wounds and externally, in the present 
‘ has induced sensitivity among the wounded men. 


been 


Dr. J. HARPER BLAISDELL, Boston: I wish to call 
tt to the fact that this type of dermatitis can 
acquired by what I term the indirect method. Ii 
questions a patient as to whether he is using or 
ming into contact with a suspected irritant, his reply 
always in terms of whether he is applying that irri- 
ait to himself. He never takes into account the 
4stion of whether he may be applying that irritant 
some one else. 
The point is illustrated by the case of a physician 
10 last January barked his shin, got a little secondary 
‘matitis and applied some sulfathiazole ointment and 
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the lesion healed. He presented himself at my office 
in March with what was evidently a generalized sulfa- 
thiazole dermatitis, but said that he had not used any 
sulfathiazole. It was not until after considerable dis- 
cussion that it evolved that daily he was preparing 
dressings and applying them to patients. He spread 
the sulfathiazole ointment with a throat stick on the 
dressing and applied it to the patient. Inevitably he 
got a little ointment on his hands. He rubbed his 
hands together to remove it, and thus massaged the 
sulfathiazole into his own skin. That simple indirect 
method was the source of his trouble. 

This questioning of patients with regard to the use 
of irritants on others than themselves applies to other 
irritants. I have not, curiously, seen this same thing 
happen, as it ought to, among nurses, industrial nurses, 
industrial workers or even doting parents, but I think 
that cases of this type will be encountered. 

Dr. WiLey M. Sams, Miami, Fla.: The effective- 
ness of sulfonamide preparations in the treatment of 
pyogenic infections has led to their ready acceptance 
in communities where there exists a high incidence of 
impetigo and ecthyma. As indicated in the paper by 
Dr. Duemling, pyogenic infections are exceedingly 
common in regions where both the humidity and tem- 
perature are high. In my community, impetigo and 
ecthyma are so common that there is scarcely a drug 
store which does not have its favorite remedy to be 
sold over the counter for the treatment of these dis- 
orders, usually under some ingenious and catchy trade 
name. The introduction of sulfonamide preparations 
has had one good side effect, namely, to crowd most 
of these remedies from the market. The national drug 
houses have stepped in to supply a substitute which 
is now extensively used. 

Ecthyma, especially in children, is so prevalent in 
the southern part of Florida that it is locally and 
widely known as “Florida sores.” This might be added 
as a synonym for tropical ulcer and desert sore. I 
have been informed by a veteran of the Boer War 
that in his day in South Africa they were called 
“Veldt sores.” No doubt many other local names are 
used. In a warm and humid climate, the lesions are 
much more recalcitrant to treatment, and the effective- 
ness of sulfonamide compounds in comparison with that 
of other drugs makes one willing to risk the chances 
of contact dermatitis in order to achieve the advan- 
tages of its greater therapeutic efficiency. 

In the past few years I have had the opportunity 
to observe the increasing incidence of contact derma- 
titis from sulfonamide medications, prescribed both by 
physicians and, more commonly, by the druggist at 
the corner store. It has been my good fortune not 
to observe any fatal case as a result of their local 
use nor to encounter any person who has had serious 
complications other than extended periods of disability 
from generalized dermatitis. A review of cases of 
contact dermatitis observed in the past year reveals 
that in 5 per cent of cases in which the causal agent 
was known the eruption was a result of sulfonamide 
preparations. With continued and extensive use of the 
drugs, this incidence will no doubt become greater, 
and the need for a similar product, which is an effec- 
tive topical agent but not a common cause of contact 
dermatitis, is at once evident. 


Dr. CARROLL S. Wricut, Philadelphia: I might say 
there is an excellent and comprehensive article by one 
of our members, Dr. Donald Pillsbury, in a recent 
number of the British Journal of Dermatology, which 
I think is well worth reading. 
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PARTIAL ALBINISM AND 


NYSTAGMUS IN NEGROES 


REPORT OF TWO CASES 


LIEUTENANT COLONEL L. J. 


A. LOEWENTHAL 


SOUTH AFRICAN MEDICAL CORPS 


The term “partial albinism” is properly used 
only of persons in whose skin the pigment con- 
tent is universally reduced though not completely 
absent ; “albinoidism” is the correct designation 
for patchy congenital leukoderma (piebald 
Negro). In the literature one finds references to 
“yellow” and “red” (xanthic) Negroes, and the 
connection of their abnormality with albinism is 
inferred from their family histories. In the 2 
cases herein reported there is presented further 
evidence of the relationship between albinism and 
xanthism by the fact that both men had con- 
genital nystagmus not referable to an absence of 
pigment from the eye. Such nystagmus is, of 
course, an integral part of the picture of albinism. 


XANTHISM 


Xanthism was originally described by Turner,* 
and it has been discussed by Pearson, Nettleship 
and Usher * and Stannus.’ Strictly, the term is 
used of Negroes whose skin and hair have a 
reddish color, but some authors have applied it 
to yellow Negroes who, without admixture of 
white blood, show the muddy color often seen in 
mulattoes. Stannus has reasonably held that the 
light skin is not a pigmentary abnormality unless 
the hair and irides are also deficient in pigment. 
That white, yellow and red Negroes appear not 
only in the same regions but in the same families 
is shown by the family tree of Turner’s case 
(fig. 1). 

It is significant, too, that Meirowsky* has 
recorded an abnormally high incidence of red- 
haired members in European families which 
have produced albinos. 

A description of xanthism is unnecessary, as 
case 1 presents all the typical features ; it is note- 
worthy that Pearson, Nettleship and Usher de- 
scribed pigmented spots on the ears, cheeks and 


1. Turner, G., cited by Meirowsky.* 

2. Pearson, K.; Nettleship, E., and Usher, C. H.: A 
Monograph on Albinism in Man, London, Dulau & Co., 
1911. 

3. Stannus, H. S.: Anomalies of Pigmentation 
Among Natives of Nyasaland, Biometrika 9:333, 1913. 

4. Meirowsky. E.: Idiotypische Pigmentanomalien, 
in Jadassohn, J.: Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1933, vol. 4, pt. 2. 


clavicular and axillary regions of both the: 
patients. The association of congenital nystay. 
mus has, to my knowledge, been reported 
by Stannus in 1 Negro with doubtful xanthis, 
and in 1 yellow Negro. 


REPORT OF CASES 


Case 1.—The patient was a West African Neg; 
from southern Nigeria, aged 24. His parents and ; 
thirteen siblings were normal Negroes, and there wer 
no cases of albinism in his village. He had no chi. 
dren. He stated that he had seen albinos and xanth; 
Negroes at a big town 120 miles (190 kilometers) frog 
his home. He dated his abnormalities from infanc 
His mental and physical states were normal. 
features were distinctly negroid. 


= 

| ¢ @ = normal Negro 
a © = yellow Negro 
@ = red Negro 
O = albino 


1 g 


Sexes not stated.. 


Fig. 1—Family tree of Turner’s case. 


_@ 


Fig. 2—Family tree, case 2. It will be seen that 
members of the families of both parents show pis: 
mentary abnormalities. The possibility that the patient: 
parents are blood relatives cannot be ruled out, as thi 
state of affairs is common in rural African communitie: 


The skin was everywhere of a bright copper colo: 
the palms and soles being light yellow. Its texture 
and secretions were normal. Scattered dark brow: 
lentigines, 2 to 4 mm. in diameter, were present on tt 
cheeks, chest, back and abdomen. The scalp and put 
hair was of the normal “woolly” type but appeared ! 
be of a dull ginger color; on close examination * 
was found to consist of bright gold and of black hairs 
roughly in the proportion of three of the former! 
one of the latter. There was complete absence 
visible pigment from the mucous membranes and 02 
beds. 

The patient stated that he could formerly read but 
that his vision was failing. Examination by an ophtha- 
mologist (Major Fine, South African Medical Corps 
was reported as follows: “The vision of both the ns 
and the left eye is less than 6/18. The right pupi 8 
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entric, displaced upward and inward. The 

iris is reddish brown; the reactions are 
Jo abnormality is noted in the media or 
where a normal amount of pigment is seen. 
coarse nystagmus of the congenital type in 


—A biopsy of skin from the back of the 
showed a normal structure, with pigment 
the amount and distribution of that seen in a 
uropean. Professor Paul Balog, of Cairo, 
mined a portion of the tissue and confirmed 
of the pigment with melanin. There were 
lumps of melanin as in the normal Negro 
the pigment appeared as a finely divided 
posit. It was not possible to investigate the 


jopa rea tivity of the skin. 


,sE 2—This patient was a West African Negro 
m southern Nigeria. His age was unknown, but he 
| to be in the early twenties. He belonged 


lifferent tribe than the first patient did, and he 
several hundred miles away from the latter’s 
In his own village there was one albino, who, 
|, was not related to him. He had never seen 


serson with partial albinism outside his own family. 


iculars of his immediate relatives are given in figure 
His mental and physical states were normal; his 
tures, distinctly negroid. 
The skin was universally clay colored. There were 
igin es present on the cheeks, clavicles and chest and 
e axillas. The scalp hair appeared black, but on 
se examination one could see that about a quarter 
he hairs were of a golden color. A few of them 
e golden at the terminal end and black at the root, 
| an approximately equal number showed the reverse 
pearance. There was complete absence of visible 
nent from the mucous membranes and nail beds. 
‘he vision (right and left) was less than 6/18.* The 
were normal. The irides were hazel colored, 
| the reactions were normal. Ophthalmoscopic ex- 
ination showed a normal pigmentary appearance. 
ere Was a coarse nystagmus of the congenital type. 


COMMENT 


That the nystagmus of albinos is not caused 
gross deficiency of pigment in the eye is 
wn by its occurrence in these 2 Negroes, 
‘h of whom had an amount of ocular pigment 


equivalent to that of a European brunet. Both 
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AND NYSTAGMUS 


Wolfrum and Seefelder* have attributed the 
causation of nystagmus in albinos to subnormal 
development of the fovea centralis, and one 
assumes that nystagmus and albinism are inde- 
pendent anomalies following the same rules of 
inheritance. 

The presence of nystagmus in these men is 
further presumptive evidence that red and yellow 
Negroes are examples of partial albinism. 

The proximal and distal pigmentation of dif- 
ferent golden scalp hairs of about the same age 
(case 2) is of interest. It suggests that local 
fluctuations in pigmentary activity are still oc- 
curring. 

A further point of interest is the presence of 
lentigines: Brown’ has stated that these pig- 
mented spots may be related to infection or to 
hypoadrenia. There was no evidence of either 
factor in these cases. The occurrence of lentigines 
in albinos has often been looked on as an at- 
tempted defense against sunlight on the part of 
a vulnerable skin. Both of these patients, how- 
ever had cutaneous pigment which was ample to 
prevent actinic trauma, and one must conclude 
that lentigines are an integral part of the albinotic 
syndrome. 

SUMMARY 


Two Negroes with partial albinism, a red and 
a yellow Negro, were encountered, both of whom 
showed nystagmus of the congenital type. 

In the case of the yellow Negro fluctuation in 
pigmentary activity of the hair follicles was 
inferred. 


5. Wolfrum: Zur Anatomie des menschlichen AI- 
binoauges, Arch. f. Ophth. 84:401, 1913; cited by 
Meirowsky.4 

6. Seefelder: Beitrage zur Histogenese und His- 
tologie der Netzhaut des Pigmentepithels in des Seh- 
nerven, Arch. f. Ophth. 73:419, 1910; cited by Meirow- 
sky.* 

7. Brown, E. E.: Lentigines: Their Possible Sig- 
nificance, Arch. Dermat. & Syph. 47:804 (June) 1943. 
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AGRANULOCYTOSIS 


LIEUTENANT COLONEL 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


Agranulocytosis following mapharsen therapy 
is sufficiently rare to make the following case 
reports of interest: 


Case 1—A 19 year old Negro soldier was admitted 
to the station hospital, Fort Dix, N. J., on Dec. 16, 
1943, complaining of sore throat, malaise, chills and 
fever, all of two days’ duration. Five weeks prior to 
his admission the patient had had a sore throat, mucous 
patches and a maculopapular rash which were con- 
sidered manifestations of secondary syphilis. The Was- 
sermann reaction was 4 plus. He was given standard 
antisyphilitic therapy, consisting of two injections of 
mapharsen weekly, beginning with 0.03 Gm. and in- 
creasing to 0.06 Gm. per dose. The patient had received 
five intravenous injections of mapharsen totaling 0.28 
Gm. and three intramuscular injections of bismuth sub- 
salicylate in oil totaling 1 Gm. He had received the 


TABLE 1.—Hematologic Data, Case 1 


FOLLOWING MAPHARSEN THERAPY) 


REPORT OF TWO CASES 


MILOSH KASICH 


differential smear revealed a complete absence oj ¢; 
ulocytes. The temperature was 105.4 F. The 5, 
tration was intense; the edema of the throat 

increased, and the patient had great difficulty in cys 
lowing. The intravenous administration of fyids 

the pentnucleotide and sulfadiazine therapy were 

tinued; another transfusion of 175 cc. of citrated }) 
was given. The next day the patient acquired a cow 
and examination of the lungs showed diminution. 
breath sounds over the middle third of the left |, 
A roentgenogram confirmed the presence of a py 
monic process involving the lower part of the yp, 
lobe of the left lung. The temperature increased 
105.6 F., and the patient’s condition became poor. 

leukocyte count at this time was 2,000, with no pol 
morphonuclear cells. On December 19, three days ai 
entry into the hospital, the peripheral blood was sj 
free of granulocytes and the patient’s condition , 


Hemoglobin 
Red Content 
Blood Cells, (Tallqvist), White 
Date Millions per Cent Blood Cells 
12/16 4.12 85 2,800 
12/17 4.05 80 2,750 
12/18 2,000 
12/19 2,850 
12/20 4.41 80 3,800 
12/21 3,700 
12/22 4.38 8d 4,600 
12/23 6,300 
12/24 5.18 85 6,350 
12/26 wate 6,200 
12/27 5.2 85 5,000 
12/28 4.9 85 6,450 


last injection of mapharsen on December 14, with no 
immediate reaction. A few hours later, however, he 
began to experience chilly sensations and felt feverish. 
The next day he was extremely weak. On admission 
to the hospital he was prostrated, and dehydrated; his 
temperature was 103 F., and his pulse rate was 106. 
The physical examination revealed nothing significant 
except a diffuse edema of the peritonsillar regions 
with superficial ulceration of the right pharyngeal area. 
The blood pressure measured 120 systolic and 80 dias- 
tolic. The leukocyte count at this time totaled 2,800 
white blood cells, with 24 per cent polymorphonuclear 
leukocytes. The Kahn reaction was negative. The 
leukopenia together with the diminished number of 
granular cells suggested the possibility of agranulo- 
cytosis secondary to mapharsen therapy. The patient 
was given 4 Gm. of sulfadiazine initially and 2 Gm. 
every four hours thereafter. Treatment also included 
a transfusion of 500 cc. of citrated whole blood and 
injection of pentnucleotide, 10 cc. every four hours 
(40 cc. per day) given intramuscularly. To preserve 
the fluid balance, the patient received 4,000 cc. of 5 per 
cent dextrose in isotonic solution of sodium chloride. 
On December 17 the leukocyte count was 2,750; the 


302 


Polymorpho- Transfusions 
nuclear Lympho- of Citrated Pent- Sulfa. 
Leukocytes, cytes, Blood, nucleotide, diazine 
per Cent per Cent Ce. Ce. Daily Gm. Daily 
24 7 500 40 7 
0 100 175 40 12 
0 100 5 40 
0 100 300 40 
1 99 oe 40 
68 32 40 
51 49 20 
66 34 20 
55 45 10 
52 48 10 
54 46 10 
53 47 10 
critical. He was again given 500 cc. of citrated wh 


blood; the administration of sulfadiazine and | 
nucleotide was continued, and sufficient fluid was ¢g 
intravenously to maintain a urinary output of 1,0 
daily. On December 20, the white blood cell 
rose to 3,800 leukocytes, 1 per cent of which \ 
polymorphonuclear. On December 21, the patient 
general condition suddenly improved. The temperatur 
became normal. Examination of the blood 
68 per cent of the leukocytes to be of the granu 
series. Use of sulfadiazine was discontinu t 
time. The improvement continued during the next day 
at which time the white blood cell count reachec 
level of 4,600, with 51 per cent polymorphonucleat 
leukocytes. The patient subsequently made an unevett 
ful recovery. Altogether he received 67 Gm. of su! 
diazine, 240 cc. of pentnucleotide and four transtusion 
of citrated blood, totaling 1,475 cc. (table 1). 
Case 2.—A 34 year old Negro soldier was admitte 
to the station hospital, Fort Dix, N. J., on Dec. ! 
1943, with the following history: At 10 o'clock t 
morning he had received his fifth injection of maphar 
sen, and two hours later nausea, vomiting, head: 
chills and fever had developed. His previous [histor 
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KASICH—AGRANULOCYTOSIS 


rtant, except for the presence of syphilis, 
been discovered on routine hematologic 

at the time of his induction into the Army, 
before his present illness. He did not 

ng had any lesions and had never re- 
treatment for syphilis. Prior to his ad- 

the hospital he had received five injections 
Gm. of mapharsen, with no untoward 

He had also been given three intramuscular 

ns of bismuth subsalicylate in oil totaling 0.6 Gm. 
mperature on entry was 101 F. Physical 
n revealed no abnormalities except for super- 
ration of the gums. The blood pressure mea- 
«red 125 systolic and 80 diastolic. A smear taken 
-om the ulcerated area and stained with methylthio- 
iloride (methylene blue) showed on examination 
ia! fora. The Kahn reaction was positive. The 
satient received symptomatic treatment, and a_potas- 
permanganate mouth wash was prescribed for the 
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additional 200 cc. of blood; the administration of 
pentnucleotide and sulfadiazine was continued. On De- 
cember 23 his condition was critical. The temperature 
was 104 F., the pulse rate 140 and the white blood cell 
count 2,300, with a total absence of polymorphonuclear 
cells. A study of the sternal bone marrow showed a 
few granular cells, occasional myeloblasts and lympho- 
cytes. The appearance of the marrow was one of 
definitely diminished granulocytic activity. The next 
day the patient was still gravely ill, and the same 
quantities of blood, pentnucleotide and _ sulfadiazine 
were given. On December 25 the white blood cell 
count had risen to 4,500, with 5 per cent polymorpho- 
nuclear neutrophils, and the patient’s condition had im- 
proved slightly. On December 26 the granulocytes had 
again disappeared from the peripheral blood, but on 
the next day the patient showed a definite improve- 
ment, his white blood cell count rising to 4,100, with 
18 per cent granular cells. From this time on, im- 


ution . 
— zngival lesions. A blood count was not made at this provement was progressive, and the patient subsequently 
ma ‘UNG ne. The patient's condition remained unchanged and made an eventful recovery. During his illness he had 
the 
reased TABLE 2.—Hematologic Data, Case 2 
or, T 
no po Hemoglobin Polymorpho- Transfusions 
lays af Red Content nuclear Lympho- of Citrated Pent- Sulfa- 
sis Blood Cells, (Tallqvist), White Leukocytes, cytes, Blood, nucleotide, diazine, 
Was sti Date Millions per Cent Blood Cells per Cent per Cent Ce. Ce. Daily Gm. Daily 
tion y 12/16 3.55 80 6,659 52 48 eee 0 0 
2/20 3.53 80 2,350 4 98 is 10 0 
1,800 4 06 250 40 14 
/2 1,600 1 250 40 12 
/2: 3.79 75 2,300 0 100 250 40 12 
4.12 80 2,000 0 100 250 0 12 
i .19 80 4,700 5 95 250 0 12 
a 4.05 80 2,800 l 99 250 40 12 
m. Daily 7 4.2: 80 4,100 18 82 be? 40 12 
ie 12/28 80 3,400 19 81 250 40 12 
9 4,350 6 44 20 6 
/30 5,250 59 41 20 4 
2/31 5,600 60 40 0 20 4 
4.18 85 4,600 41 0) 
5,450 4 46 20 4 
6,000 69 40 10 4 
25 7 28 10 4 


ember 16, three days after his admission to the 

|, his blood count was 3,550,000 red blood cells 

i ot th SO per cent hemoglobin (Tallqvist) and 6,650 
blood cells, with 52 per cent polymorphonuclear 
tes. On December 20, the patient appeared 
50 ll and toxic and complained of difficulty in 
The gums were grayish and_ studded 

superficial ulcers, and there was edema of 

rynx. The white blood cell count now measured 

only 4 per cent polymorphonuclear neutro- 

he leukopenia with great reduction in poly- 
nuclear cells, fever, sore throat, ulcerated gums, 

1 and intense prostration in a patient who had 
ceiving mapharsen indicated a diagnosis of 
‘granulocytosis secondary to arsenical treatment. Ther- 
luded a transfusion of 250 cc. of citrated whole 
entnucleotide, given intramuscularly in 10 cc. 

ir times daily, and sulfadiazine, 4 Gm. initially 

nd 2 Gm. every four hours thereafter. Sufficient fluid 
as given intravenously to maintain a urinary output 
at least 1,500 cc. per twenty-four hours. On De- 

p. 13 mber 22, nine days after his admission to the hospital, 
‘ne patient's condition became worse. The temperature 
104.6 F. and the pulse rate 140. The ulcerated 
gums became distinctly necrotic in appearance, and the 
\ blood cell count was 1,600, only 1 per cent of 
was granular cells. The patient was given an 


received 104 Gm. of sulfadiazine, 330 cc. of pentnucleo- 
tide and six transfusions totaling 1,500 cc. of citrated 


whole blood (table 2). 


COMMENT 
Although agranulocytosis, aplastic anemia and 
thrombocytopenic purpura following mapharsen 
therapy have been reported in the literature,’ 
these reactions are rare.* Injury to the bone 
marrow from trivalent arsenicals in Negroes, 
moreover, is said to be extremely uncommon.* 


1. Kirkham, D., and Perlmutter, M.: Fatal Aplas- 
tic Anemia Following Use of Mapharsen: Report of 
a Case, Arch. Dermat. & Syph. 48:111 (Jan.) 1941. 
Cresswell, G. W., and Roth, G. G.: Fatality from 
Mapharsen Treatment of Syphilis, M. Ann. District 
of Columbia 10:230, 1941. Rangiah, P. N.: Death 
Following Mapharsen Therapy, Correspondence, J. A. 
M. A. 115:319 (July 27) 1940. 

2. Levin, E. A., and Keddie, F.: Toxic Effects 
Following Use of Mapharsen, J. A. M. A. 118:368 
(Jan. 31) 1942, 

3. Irgang, S.: Gastric Intolerance Accompanying 
Arsphenamine Therapy, Am. J. Syph., Gonor. & Ven. 
Dis. 25:241, 1939. 
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304 ARCHIVES OF DERMATOLOGY 


In Nelson’s* series of 4,066 patients who had 
received 15,607 injections of mapharsen, only 2 
instances of blood dyscrasia occurred. These 
figures are representative of those rep .rted by 
other observers.? 

The agranulocytosis in the cases herein re- 
ported can be ascribed to the mapharsen with 
a fair degree of certainty. Idiopathic agranulo- 
cytosis has been described, but is unusual; in- 
deed, some investigators believe that it occurs 
rarely.° My patients had taken no other drug 
known to cause granulocytopenia. The length 
of time required for the damage to the bone 
marrow to become evident varies. In two series 
of 41 patients reported on by McCarthy and 
Wilson ® and Loveman,’ blood dyscrasia follow- 
ing the injection of trivalent arsenicals devel- 
oped in 13 cases after five to twelve doses and 
in 27 cases after fourteen to forty doses and 
in 1 case after fifty doses. In this same group 
10 patients showed evidence of damage to bone 
marrow in one day or less; 26 in one to thirty 
days and 5 in over thirty days. My patients 
were given five doses of mapharsen in thirteen 
and twenty-one days and received 0.28 and 
0.27 Gm. respectively. 


The mechanism by which drugs produce 
agranulocytosis is unknown. Individual 
ceptibility appears to be the most important 
factor. Pepper’s® suggestion that the disease 
might be “allergic” apparently has been con- 
firmed by some observers® who were able to 
reproduce granulocytopenia on readministration 
of aminopyrine to persons who had recovered 
from the disease after previous use of this drug. 
Most investigators, however, have been unable 
to confirm the allergic nature of the agranulocy- 
tosis. Whether the process is allergic or toxic, 
it is generally agreed that the drugs acting on 
the bone marrow produce an “arrest” of matura- 
tion of the precursors of the granulocytes, the 


sus- 


4. Nelson, R.: 
author. 

5. Jackson, H., Jr.: Medical Progress: Leukopenia ; 
Agranulocytosis, New England J. Med. 225:978, 1941. 

6. McCarthy, F. P., and Wilson, R., Jr.: The Blood 
Dyscrasias Following the Arsphenamines, J. A. M. A. 
99:1557 (Nov. 5) 1932. 

7. Loveman, A. B.: Toxic Agranulocytopenia, 
Purpura Hemorrhagica, and Aplastic Anemia Follow- 
ing the Use of Arsphenamines, Ann. Int. Med. 5:1238, 
1932. 

8. Pepper, O. H. P.: Leukopenia—A Review, with 
Special Reference to Agranulocytic Angina, California 
& West. Med. 35:82 and 173, 1931; History of Agran- 
ulocytic Angina, J. A. M. A. 97:1100 (Oct. 10) 1931. 

9. Madison, F. W., and Squier, T. L.: The Etiology 
of Primary Granulocytopenia (Agranulocytic Angina), 
J. A. M. A. 102:755 (March 10) 1934. 


Personal communication to the 


AND SYPHILOLOGY 
“arrest’’ occurring at the myeloblastic 
Biopsy of sternal marrow reveals a character; 
deficiency in the maturing myelocytes. Wy 
this disturbance of maturation is the primo-gmmause 


factor, an abnormal peripheral disturhance 
the polymorphonuclear cells or segregation 
the cells such as would occur if they show! 
adhere to the capillary endothelium must 
be assumed, for only in this way can their ray 
disappearance from the blood stream: 
plained.” 

The treatment of this disease has been yar 
and the results unpredictable, for few obsery 
have had a sufficient number of cases to ¢ 
any one method a thorough trial. Reznikog 
pessimistically stated that aside from prophylay 
treatment is unsatisfactory. Yellow bone p 
row extract, roentgen therapy, injections of |iy 
extract, leukocyte cream or derivatives of nucle 
acid (adenine sulfate and pentnucleotide) anf 
blood transfusions in his opinion have sligh: 
any value, and there is no good evidence th: 
any patients have ever recovered through the 
use. 


The high mortality of this disease results not 
from the absence of granulocytes in the circula 
ing blood but from the inevitable sepsis wh 
overwhelms the patient when the body loses this 
protective mechanism. That the septicemia js 
usually secondary to the agranulocytosis is now 
firmly established. The disappearance of gran- 
ular cells has been ascribed to the septicemia 
self by some observers. However, in leukope: 
resulting from septicemia it is extremel) 
to find a total absence of granular cells. 
finding of 10 per cent or more is usual. Since 
the septicemia follows the agranulocytosis, it 
seems logical, as Dameshek and Wolfson ** sug- 
gested, to place the emphasis in treatment on 
control of the sepsis after use of the offending 
drug has been discontinued. These observers 
have successfully treated 2 patients with sulfa 
diazine, basing their therapy on the belief that 
if the septicemia can be kept under control the 
bone marrow will have time to recover and 
resume normal function. There has been 


10. Fitzhugh, T., and Krumbhaar, E. B.: Mye! 
Cell Hyperplasia of Bone Marrow in Agranulocytc 
Angina, Am. J. M. Sc. 193:104, 1932. 


11. Rohr, K.: Der heutige Stand der Agranulo- 
zytoseforschung, Helvet. med. acta 6:611, 1939. 

12. Reznikoff, P.: Agranulocytosis and Leukopenia, 
J. A. M. A. 115:128 (July 13) 1940. 

13. Dameshek, W., and Wolfson, L. E.: A Pre 
liminary Report on the Treatment of Agranulocytos's 
with Sulfathiazole, Am. J. M. Sc. 203:819, 1942. 
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KASICH—AGRANULOCYTOSIS AFTER MAPHARSEN THERAPY 


able hesitancy to administer sulfon- 
pounds to patients with agranulocy- 
e these drugs have been known to 

However, there appears to be a 
in the sensitivity of the bone marrow 


Thus, a bone marrow 


adversely in- 


by one drug will not necessarily be 
y another, even though this compound 
ve produced toxic effects in other cases. 
is well illustrated by reports of patients 
lerated mapharsen although neoarsphen- 


M., and Bethell, F. H.: 


Fatal Granulo- 


Developing During the Administration of 
e, Univ. Hosp. Bull., Ann Arbor 8:30, 1942. 
S., and Reid, P. E.: Granulocytopenia 


from Sulfonamide Therapy: 
M. Bull. 40:165, 1942. 


Case Report, 


amine previously had produced a depression of 
activity of the bone marrow.*® 


SUMMARY AND CONCLUSION 

This report adds 2 additional cases of agran- 
ulocytosis attributable to mapharsen therapy to 
those already reported. 

Although agranulocytosis appears to be an 
infrequent complication of mapharsen therapy, 
frequent leukocyte counts should be made on 
all patients receiving this drug to anticipate the 
possibility of its occurrence and institute the best 
available methods of treatment. 

15. Goldberg, M.: Mapharsen as a Substitute for 
Neoarsphenamine in Agranulocytic Angina Following 
Neoarsphenamine Therapy in a Pregnant Woman, Am. 
J. Syph., Gonor. & Ven. Dis. 23:79, 1939. 
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POISON 


IVY 


EXPERIMENTS DEMONSTRATING THAT POISON 


SMOKE 


IVY SMOKE IS NOT A CAUS!} 


OF CLINICAL IVY DERMATITIS 


J. B. HOWELL, M.D. 


DALLAS, 


Only one investigation has recently been made, 
using a single ivy-sensitive subject, in an attempt 
to disprove the popular belief that smoke from 
the burning poison ivy plant contains the derma- 
titis-producing factor." The purpose of this com- 
munication is to report the results of 2 different 
experiments which conclusively demonstrated 
that the smoke of the Rhus group of poisonous 
plants is not per se a cause of clinical ivy derma- 
titis. 

The dermatitis-producing fraction of poison 
ivy is readily soluble in acetone and ether.* With 
the assistance of Dr. Vern Rhoer, of the depart- 
ment of biochemistry of the Southwestern Medi- 
cal College, a simple method was devised for 
passing smoke through acetone by means of 
suction. If the allergenic fraction is present in 
the smoke, it will be removed by the solvent 
acetone. Contact tests on ivy-sensitive subjects 


Be 


Apparatus for extraction of poison ivy smoke. 


with a few drops of the acetone-smoke extract, 
concentrated by evaporation, would then indicate 
whether the dermatitis-producing factor is pres- 
ent in the smoke. 


A mixture of dried leaves, stems and branches of 
Rhus toxicodendron, Rhus quercifolia and Rhus diversi- 
loba weighing 50 Gm. was burned as a source of smoke 
for each individual test. A rubber tube with a pointed 
glass tip was employed as a means of conveying gas to 
ignite the ivy (the figure). A portion of the 50 Gm. of 
material was placed in an 800 cc. beaker (B) and was 
ignited by the burning gas jet (A). As soon as the 
leaves commenced to burn, a funnel (C) 17 cm. in 


1. Shelmire, B.: Nonallergic Nature of Poison Ivy 
Smoke, Arch. Dermat. & Syph. 48:384 (Feb.) 1941. 

2. Howell, J. B.: Solubility of the Dermatitis Pro- 
ducing Fraction of Poison Ivy, Arch. Dermat. & Syph. 
44:665 (Oct.) 1941. 
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diameter was placed over the top of the 
Numerous clouds of smoke followed. Negatiy: 
sure created by running tap water through ' 
pump attached to the faucet was used to pull + 
accumulating smoke through the rubber hose (1D) jn 
a 75 cc. test tube (F) which contained 35 cc. of aceton, 
The smoke was carried into the test tube through » 
L-shaped piece of glass tubing (G) and escaped jn 
the acetone and was drawn to the outside agajs 
through another rubber tube (#7). 

It was necessary to ignite the ivy at repeated interya': 
New portions of the original 50 Gm. mass were add 
to the beaker as soon as the fire completely « 
the portion being burned. From thirty to forty-fiy 
minutes was required to burn the 50 Gm. of the plant 


The smoke discolored the clear acetone a light 
brownish or amber color, and numerous sma! 
particles of soot and leaves were noted in sus- 
pension. This acetone extract of the poison ivy 
smoke produced definitely positive reactions on 
ivy-sensitive persons. When the experiment wa: 
repeated a second and a third time, the resulting 
contact test likewise elicited positive reactions. 

The particles of soot and leaves that were 
observed in suspension were thought to be 
sufficient quantity to account for the positive 
contact reactions. A piece of glass tubing (F 
loosely filled with absorbent cotton was intro- 
duced into the apparatus to filter these fragments 
from the smoke. 

The procedure of burning 50 Gm. of ivy ~ 
and extracting the filtered smoke by passing ! 
through acetone was repeated three times. T he 
cotton in the glass tube was observed carefully, 
and as soon as it became discolored it was re- 
placed. The color of the acetone was noted to 
change from clear to a light amber. The solution 
possessed a strong odor of smoke, but few parti- 
cles were detected. The quantity of acetone was 
reduced during the procedure from 35 to 18 cc 
By open evaporation this volume was further 
reduced to 2 cc., to be used for patch testing. 

Ten persons who had experienced repeated 
attacks of clinical ivy dermatitis and recently had 
reacted positively to patch tests with poison ivy 
extract were selected to determine whether or 
not the concentrated acetone extract of the smoke 
contained the dermatitis-producing factor. All 


306 


| ton 
| n 
via 
+ 
| N 
+ 
as 
| se 
ft 
| | 
| 
th 4 
ilk AY: 
| cA | 
m 
sé 
ne 
| t 4 
| 
tr 
a 
Prox 
| | 
| er 


net tests elicited negative reactions in these 
wpiects, the three different specimens of the 
extracts of smoke obtained from the last 
vests in which the soot and particles were 
m the smoke being used. 
‘ered smoke from the end of the tube 
was next allowed to contact continuously an 
<imately 3 inches (7.5 cm.) in diame- 
rearms of 2 ivy-sensitive subjects for 
A dermatitis failed to follow this 
to smoke. 

x to McNair,’ ivy poisoning without 
with the poison ivy plant may occur from 
ke of the burning shrub. Von Adelung,* 

ting with poison ivy smoke in 1912, 
small quantity of poison ivy leaves in 
mbustion tube. The tube was heated 

the leaves began to smoke. The smoke was 
blown against the skin of a susceptible 
A\ dermatitis followed. The experiment 

; repeated with the addition of cotton plugs 
‘+h end of the tube. A dermatitis did not 


o 


frer repeating von Adelung’s* experiment, 
concluded that the smoke is not poison- 
vhen filtered through glass wool at a high 
ture. At the time of McNair’s experi- 
with poison ivy smoke, little was known 
allergic contact type of dermatitis. His 
lusions cannot be evaluated, since it is diffi- 
determine whether or not he was dealing 
persons clinically sensitive to poison ivy. 
Nair used the milky sap of the plant, which 
primary irritant, as a test for sensitivity to 
n ivy. 
he second experiment was a repetition of the 
edure originally carried out by Dr. Bedford 
emire’ and repeated under his supervision. 


n medical students were selected for this test. 
e men were chosen because they had experienced 
rous previous attacks of ivy dermatitis and were 
lered to have a higher than average degree of 
It was only after persuasion 
t4 of the group submitted to the experiment, since 
were convinced that severe dermatitis venenata 
1 ensue. 

volunteers removed all of their clothing except 
trousers, which were rolled above the knees. They 
re confined in a closed garage room which measured 
roximately 10 by 12 feet (3 by 3.7 meters). About 
inds (13.6 Kg.) of a mixture of dried leaves, roots 
hes of Rhus toxicodendron, Rhus quercifolia 
‘diversiloba was placed in an open container 


McNair, J. B.: Rhus Dermatitis, ed. 1, Chicago, 
ersity of Chicago Press, 1923, pp. 72-73. 
Cited by McNair.® 
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and slowly burned. At intervals more leaves were 
added to the burning mass. This created innumerable 
clouds of grayish white smoke containing soot and small 
particles of charred leaves. Each student bathed his 
arms, face, chest and back in the smoke for twenty 
minutes except for intervals of a few seconds, during 
which time short trips were made to the outside for 
air. 


In 7 subjects no evidence of dermatitis devel- 


oped. Three men purposely held both forearms 
12 to 18 inches (30 to 45 cm.) above the burning 


leaves for approximately five minutes. The heat 
at that distance made it necessary to withdraw 
the forearms frequently. A mild dermatitis of 
both forearms followed in 2 subjects, and a 
dermatitis of only one forearm developed in the 
third. The eruptions appeared twelve to twenty- 
four hours after exposure and remained visible 
for approximately seventy-two hours. The face, 
neck, trunk and upper part of the arms of these 
volunteers, although exposed to large volumes of 
smoke while the forearms were in close prox- 
imity to the burning leaves, did not acquire a 
dermatitis. 
COMMENT 

The small particles of poison ivy leaves, soot 
and charred matter carried by the smoke, with 
the aid of the suction, contained enough ivy 
oleoresin when dissolved by the acetone to pro- 
duce positive contact reactions on ivy-sensitive 
persons. Elimination of these contaminants by 
a replaceable cotton filter demonstrated that 
smoke does not contain a dermatitis-producing 
factor. The exposure to smoke in the groups of 
medical students was more massive than any 
individual would ever actually encounter from a 
brush fire. No evidence of ivy dermatitis 
appeared in 7 students who were exposed only 
to the smoke. Three students acquired a mild 
dermatitis only on the forearms, held directly 
over the flame of the burning ivy, although the 
remainder of the body was bathed in volumes of 
ivy smoke. 

It may be speculated that the dermatitis of the 
forearms of the 3 men was due to heat or that a 
vapor containing a small quantity of the derma- 
titis-producing factor was present at a distance 
of 12 to 18 inches (30 to 45 cm.) above the burn- 
ing leaves. No eruption followed exposure of 
the forearms 2 feet (60 cm.) above the burning 
leaves and brush. This is in agreement with the 
experience of Shelmire.* 


1410 Medical Arts Building. 
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JOHN GORRIE, MD., 


IRVING S. 


AND AN 


EARLY CASE OF KELOID 


CUTTER, M.D. 


CHICAGO 


The chance perusal of one of the early volumes 
of the Transylvania Journal of Medicine re- 
vealed what is probably the first American 
description of keloid. If so, the author, Dr. 
John Gorrie, has an additional claim to fame. 
A pioneer in the manufacture of artificial ice, 
he devised an apparatus which, although not 
developed on a commercial scale, was experi- 
mentally successful. While many names are 
associated with the birth of refrigeration, Gorrie 
was years ahead of others in the air condition- 


Art. 1V.—Observations ona case of Disposition to form Remarka- 
bly large Cicatrices. By Joun Gorrie M. D. of Abbeville, 
South Carolina. 


M ORBID affections of the skin have been in all ages, from 
the disgust and dread with which some of their species have 
heen viewed, subjects of interest to mankind; and they would 
seem, from a variety of causes, destined always to continue 
objects of embarrassment to the medical practitioner. The 
researches of science, and the results of practical observation 
fail alike to reduce toorder the confusion in which the charac- 
teristic distinctions of a considerable namber of those com- 
plaints are involved. Presenting under the operations of differ- 
ent habits, climates and other occurrences, a greater variety in 
appearance than any other class of diseases, they have in con- 
sequence, produced, among writers, more conflicting views of 
their character—mere individuals, existing in different countries, 
of the same form of complaint have been classed as distinct 
disorders, while maladies possessing no common connexion have 
been considered of the same or a similar nature. This dis- 
crepance of opinion is scarcely less apparent in the descriptions 
of strictly eudemial complaints; and in parts of the world in 


Fig. 1—Page 1 of Gorrie’s description of Keloid. 


(From Gorrie, J.: Transylv. J. Med. 3:384, 1830.) 


ing of sickrooms, the insulation of homes and 
the freezing of water for domestic and sanitary 
use. 

In the course of his medical practice at Abbe- 
ville, S. C., one of his patients presented a num- 
ber of peculiar growths which seemed to proceed 
from the epidermis and which he termed “large 
cicatrices.” His paper, “Observations on a 
case of Disposition to form Remarkably large 
Cicatrices,” was published in the August 1830 
number of the Transylvania Journal of Medi- 
cine (fig. 1). In this illuminating report, 
Gorrie described keloid and made two original 
observations: first, the susceptibility of Negroes 


and, second, that an injury such as “the »; 
of a pin, the sting of a hornet, the scratch of 
thorn or a trifling cut or burn” usually pree, 
the development of the overgrowth. 
Concerning the pathology, Gorrie set for 
modern point of view. He remarked that 
was convinced that the lesions are “exuber 
cicatrix is formed.” He continued, “There js 
evident disposition in the system to extend ; 
cutaneous structure beyond the healthy lim) 
assigned to that organ.” He then theoriz 
that an increase of fibrin in the circulation 
probably responsible.t One other observatioy 
namely, that the malady rarely presents ity 
before puberty, is left unexplained except ont 
postulate. Concerning treatment, Gorrie fail: 
to agree with his local colleagues. He fow 
that blisters and plasters, as well as inten 
remedies such as mercury and arsenic, eit! 
had no effect or made the condition worse. 
he put it, “escharotics tend to increase it.” 
Dermatologists are familiar with the contr 
butions of Jean-Louis Alibert (1766-1837 
their specialty. Our physician-poet Oli 
Wendell Holmes listened to his lectures in Par 
and described him as a “jolly old party, a gc 
deal of a dandy.” Alibert first observed kelo: 
in 1810, terming the condition cancroide. Later 
in 1816, he proposed the new designation a 
included in his paper a more accurate descriz 
tion.? Five cases were listed. In this discus 


mediate stage between herpes and cancer. Pu 
lishing his report fourteen years before Gorrie 
description, he failed to give a single hint co 
cerning causation. He did point out, however 
that subsequent to the use of silver nitrate a 
other caustics “the malady soon reappear 
oft’times in aggravated form.” He deplored 1 


1. In the light of the recent paper by W. Marsh 
and S. Rosenthal (Pathogenesis and Experiment 
Therapy of Keloid and Similar Neoplasms in Relatict 
to Tissue Fluid Disturbances, Am. J. Surg. 62:5 
[Dec.] 1943) this suggestion may not be so far ane 

2. Alibert, J.-L.: J. univ. d. sc. med., Paris 2:20 
216, 1816. 
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nternal remedies, as well as external 
s, had been without avail. 

failed to discuss the fundamental 
changes. He did remark, however, 
tumors show fibrous tissue.” But 
not, as he insisted “like the glandular 
of a breast.”” Evidently it did not 
him that trauma played an important 
s long dissertation dealt largely with 
s and the general appearance of the 


ns. His case 2 may not have been a case 


| at all, as he stated that the small tumor 
for a time but later diminished. It 

ul if the lesion in case 5 was a keloid. 
rd about John Gorrie and his medical 
ay not be out of place. Most. bio- 
agree that he was born in Charleston, 
ict. 3, 1803. Thereafter, data concern- 
medical education and attainments are 
neorrect or omitted from all published 
phies which I have been able to find. 
tatement that he graduated from the Col- 
Physicians and Surgeons, New York 
ut 1833, is erroneous. This arose from 
rk made by Asa Gray to one of Gorrie’s 
townsmen, a brother practitioner, the 
physician-botanist Arthur Wentworth 

n (1809-1899). Gray related that 
assistant in the chemical laboratory of 
llege of Physicians and Surgeons, New 
ity, in 1833 he recalled Gorrie as a 


crior student. The fact is that Gorrie gradu- 


|irom Fairfield Medical College on Jan. 31, 


This school was under the jurisdiction 
Board of Regents of the State of New 


‘k, and its official designation was “The Col- 


| Physicians and Surgeons of the Western 


strict of New York, Fairfield, Herkimer 


name appears in the list of 


luates of that year (fig. 2). There is in- 


ilso the title of his thesis, “Neuralgia.” 


is essay was published in the autumn num- 


the New York Medical and Physical 
for 1828, pages 325-343. It is a 


larly production. Obviously he had access 
accepted authorities of the day. In addi- 


made numerous unique observations. 
ragraphs on diagnosis are well worth 


ling today, as he differentiated the malady 


henucrania, toothache and abscess of the 
\nother paper from Gorrie’s pen, “A 

e of delirium tremens,” appeared in the 
ork Medical and Physical Journal 1: 


1829, 


pman received an honorary M.D. from the 
of Louisville with the class of 1846. This 
not been reported hitherto. 
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Asa Gray’s association with Gorrie no doubt 
occurred at Fairfield, where Gray graduated 
Jan. 5, 1831. In one of his letters Gray wrote, 
“T entered upon the study of medicine in the 
autumn of 1826, beginning with the session of 
1826-27 in the Medical College (of the Western 
District), then a flourishing country medical 
school at Fairfield.” Gorrie was in the senior 
class at the time, and there Gray must have 
made his acquaintance. 

Gorrie’s interest in mechanical refrigeration 
arose from his desire to ameliorate the suffer- 
ings of victims of malaria. He reasoned that 
the ravages of the disease would he lessened if 


College of Physicians and Surgeons of the Western District.—The 
Regents of the University on the 3ist of January, 1827, conferred the 
degree of Doctor of Medicine on the following geutlemen, recommended 
by the Trustees of the above College, after having passed the required 
examinations, and read and defended Theses, as follows: 

1. Walker L. Bean, of South Carolina, on the Functions and Sympa- 
thies of the Liver. 

2. Chauncey D. Bull, of Saratoga county, New-York, on the Effects of 
Light. 

3. Archibald Catlio, of Herkimer county, on Hypochondriasis. 

4. Amherst Childs, jun. of Seneca county, on Antimony. 

5. Meriwether L. Cobbs, of Virginia, on Chronic Hepatitis. 

6. William J. Delavan, of Seneca county, on Croup. 

7, Jesse Day, of Monroe county, on Syphilis. 

8. Stephen Gay, of Vermont, on Dysentery. 

9. John Gorrie, of South Carolina, on Neuralgia. 

10. Charles C. Haddock, of Erie county, on Cholera. 

11. Jacob Jimeson, of Erie county, on the Customs, Habits, and Dis- 
eases of the Seneca tribe of Indians. 

12. Moses Jobnson, of Herkimer county, on the Epidemic Fever of 
1826, as it prevailed in Salisbury and Fairfield, Herkimer county. 

13. James Lawrence, of Saratoga county, on Phthisis Pulmonalis. 

14. Dyer Loomis, of Montgomery county, on the Effects of Difficult 


Dentition. 
15. Fiulay M‘Martin, of Saratoga county, on Uterine Hemorrhage. 
16. Peter P. Murphy, of Montgomery county, on the Influence of the 


Mind on the Body. 

17. William W. Nugent, of Albany county, on Croup. 

1%. Noyes Palmer, of Onondago county, on the Phenomena and Treat- 

ment of Old Age. 

Fig. 2.—List of graduates of the College of Physicians 
and Surgeons of the Western District of the State of 
New York, Fairfield, for 1827. (From New York M. 
& Phys. J. 6:158, 1827.) 


some means could be found to reduce the fever. 
In order better to inform the public concerning 
the nature of this malady, he wrote a series of 
articles which were published in the press of 
Apalachicola, Fla., to which community he had 
removed in 1833. These are well known to his 
biographers. In addition, he prepared two 
articles on malaria which appeared in the New 
Orleans Medical and Surgical Journal (11: 
{March and May] 1855). He set forth therein 
the application which he proposed to make of air 
conditioning in the control of fever. The second 
article also called attention to the importance 
of insulation in the construction of human 
habitations. 
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The later years of his life, which ended June 
16, 1855, were devoted to perfecting his ice 
machine, and he apparently journeyed to num- 
erous points seeking financial help as well as 
scientific data. On one occasion he stated that 
he performed some experiments in New York 
city in the winter of 1852-1853. In tracing 
the relationship between physical forces, he 
found that a disk of ice at a temperature a few 
degrees above zero (F.) could be excited by a 
catskin so as to emit sparks. 

There is a monument to Dr. John Gorrie in 
Apalachicola, Fla., and air-conditioned Stat- 


uary- Hall, Washington, D. C., h 
etfigy. He is a worthy representati 
state and his nation in the Hall of F;: 
The purpose of this article is to call 
to what may be the first American d 
of keloid and, second, to correct err 
have crept into the biographic sketch: 
distinguished Southern physician.‘ 


303 East Superior Street. 


4. An excellent bibliography accompanies the ar 


on Gorrie by H. M. Taylor (Taylor, H. 


Gorrie: Physician, Scientist, Inventor, South. } 


1075 [Dec.] 1935) of Jacksonville, Fla. 
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extremities. On the mucous membrane of the nose 


GRENZ RAYS 
AN ATTEMPT TO 
BY ROENTGEN RAYS 


EFFECT OF 


REPORT 


OF 


FELIX 


there exists no specific therapy for 
ind the results of general therapeutic 


sures are poor, every new case encountered 
es one wish that one were able at least to 


the lesions locally. This is all the 
mportant (1) when the aspect is par- 
repulsive; (2) when the lesions tend 
rapidly; (3) when they may cause 


m to neighboring organs, and (4) when they 


‘r the mobility of joints. 


\hen roentgen and radium rays were first 


in the treatment of leprous nodules and 


trations, the results were rather favorable ; 


on severe damage to the surrounding skin 
nderlying organs was also reported. Since 


w that grenz rays were far less dangerous 
his respect, it seemed worth while to try 


in treatment of leprous infiltrations and 
h the response to this type of rays, all 
lore as on perusal of the literature at my 


osal and in a search through the Quarterly 
lative Index Medicus no reference to ex- 


ents of this kind could be discovered. 


in view of the superficial action of the rays 


ved, no satisfactory results could be ex- 


‘| from the exposure of large tumors; and 
nly superficial as well as deeper infiltrations 


skin were chosen for these studies. During 


experiments some interesting reactions were 


ved which made it appear worth while to 


ser 


lish the preliminary results. 


& 1—The patient, aged 79, was born in Lithuania 
ad lived in the United States for forty years 
he came to Palestine, thirteen years ago. Four 


eats before he was seen, leprosy of the mixed type was 


sed for the first time. The patient then presented 
leontina and also had scattered infiltrations on 


the nodules Hansen bacilli could be identified. 
vears he was treated with preparations of 
gra oil and with  trimethyldioxyoxotritan 
phren) and bismuth preparations but with no 
lable result. 
certain the effect of the rays on the leprous 
; well as on the bacteria nine selected areas of 
re exposed to varying doses and qualities of 
m the Dermatologic Department of the Rothschild- 
h University Hospital, Director, Dr. A. Dos- 
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LEPROUS INFILTRATIONS 
LEPROUS INFILTRATIONS 
WAVELENGTH 


LONG 


M.D. 


PALESTINE 


rays. For control, one area of normal skin was in- 
cluded. In all instances bacteriologic examinations 
were regularly made. Dosage and radiation factors are 
given in the descriptions of the individual areas. The 
maximum voltage was between 6 and 14 kilovolts. 

Area 1—This area consisted of an infiltration on the 
left arm. On May 15, 1939 the area was irradiated, 
the following technical factors being employed: 1,000 r; 
skin-focus distance 10 cm.; 10 milliamperes; 170 volts, 
which is equivalent to a half value layer of 0.021 mm. of 
aluminum; 375 r per minute. Violent erythema 
appeared after two weeks. On May 31 Hansen bacilli 
were identified in the area. On July 3, August 1 and 
September 27 a dose of 1,000 r was given—a total 
dose of 4,000 r. After each exposure the usual waves 
of erythema were observed to appear and disappear, 
with subsequent pigmentation. On September 25 the 
infiltration had disappeared but Hansen bacilli were still 
present. 

On May 23, 1940 it was observed that all over the 
patient’s body numerous erythematous patches and flat 
infiltrations had appeared, the area previously irradiated, 
however, being spared. The advance of the infiltration 
had been stopped abruptly at the bordgr of the treated 
area. Hansen bacilli were found in the treated area as 
well as in the surrounding skin. 

In February 1942 it was found that there had been 
no recurrence of infiltration in the treated area. 

Area 2.—This was a large infiltration of angular out- 
line on the distal part of the arm. The total dose of 
rays applied was 7,000 r, single doses being 1,000 to 
2,000 r. The radiation factors were as for area 1, 
treatments being given at intervals of four to six weeks. 
After four months the infiltration had disappeared, while 
bacilli were still found in the area. 

In February 1942 there had been no recurrence in the 
treated area, while in the surrounding skin fresh infil- 
trations had developed. 

Area 3.—This area consisted of an infiltration on the 
leit forearm. The total dose applied was 3,000 r, the 
single doses being 1,000 r each. The radiation factors 
were as for the other areas. The response recorded 
was the same as that of area 1. 

Area 4.—This was an infiltration of the right arm. 
The total dose given was 600 r (two doses of 300 r 
each) with rays of soft quality. The infiltration re- 
mained unchanged. 

Area 5.—An infiltration of the right forearm received 
a total dose of 2,000 r (two doses of 1,000 r each) with 
the following technical factors: skin-focus distance 15 
cm.; 15 milliamperes; 210 volts, which is equivalent to a 
half value layer of 0.028 mm. of aluminum; 400 r per 
minute.2, Treatments were given at an interval of be- 

1. Hereafter grenz rays of this type will be referred 
to as of soft quality. 

2. Rays delivered with these factors will hereafter 
be referred to as of medium hard quality. 
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tween four and six weeks. Six months later the infil- 
tration had disappeared but bacilli were still found in 
the area. A follow-up examination after two and three- 
fourths years showed that no fresh infiltrations had 
formed in the irradiated area. 

Area 6.—This area was an infiltration of the left fore- 
arm. It was given a single dose of 2,000 r, delivered 
with the following technical factors: skin-focus dis- 
tance 10 cm.; 15 milliamperes; 210 volts filtered through 
0.01 mm. of cellophane, equivalent to a half value layer 
of 0.033 mm. of aluminum; 666 r per minute.2 The 
response was the same as that recorded for area 5. 

Area 7.—An infiltration of the right arm was given 
a single dose of 5,000 r of rays of medium hard quality. 
After two months violent erythema occurred with 
erosion of the skin, healing with atrophy. Hansen 
bacilli were still found. After two and three-fourths 
years the infiltration had disappeared and there were 
atrophy, telangiectases and pigmentation as well as areas 
of depigmentation. New infiltrations, which had devel- 
oped in the meantime, had spared the treated area. 

Area 8.—Clinically normal skin of the right arm was 
given a dose of 1,000 r of rays of medium hard quality. 
Bacilli were found in the area prior to and six months 
after treatment. 

Area 9.—An area of leprous depigmentation (anes- 
thetic) was chosen asa suitable object for the study of 
the effect of the rays on a depigmented area. At the 
same time, for control, part of the surrounding leprous 
infiltration was likewise exposed to the rays. On Aug. 
3, 1939 a dose of 1,000 r of rays of medium hard quality 
was given. The response is shown in the following 
tabulation: 


Surrounding | Depigmented 
Date Leprous Infiltration Anesthetic Area 
Aug. 14 Slight swelling; slight Scarcely recognizable red- 
pigmegtation ness; no pigmentation 


Sept. 7 Dark pigmentation 
Sept. 27 Dark pigmentation 
Dec. 21 Dark pigmentation 


Slight pigmentation 
Dark pigmentation 
Pigmentation has again dis- 
appeared. 
It is seen from the tabulation that the depigmented 
anesthetic area acquired pigmentation more slowly than 
the rest of the skin and lost it more rapidly. 


Case 2.-~The patient was 39 years old, was born in 
Palestine and lived in Tiberias. For five years he had 
heen suffering from the mixed type of leprosy. Hansen 
hacilli were found on the mucous membrane of the nose 
and in cutaneous lesions. The Wassermann and Kahn 
reactions were negative. Therapy had included use of 
preparations of chaulmoogra oil and carbon dioxide. 
The experimental setup was similar to that employed in 
case 1. Nine areas were selected for irradiation. Bac- 
teriologic examinations were made prior to and after 
treatment. All the lesions were on the patient’s back. 

Area 1.—An infiltration on the back was given a total 
dose of 6,000 r (single doses, 1,000 to 2,000 r) of ravs 
of soft quality. 

After nine months the infiltration had disappeared, 
but an eruption of new lesions all over the body accom- 
panied with a rise of temperature was noted. The new 
infiltrations, covering almost the entire skin of the back, 
stopped abruptly in a curved line at the border of the 
previously treated area. 

After one and one-half years, no recurrence had de- 
veloped and the area showed patches of hyperpigmenta- 
tion as well as of depigmentation. 


Area 2.—The doses were the same as those used for 


area 1, and the rays were of medium hard quality. The 
response was the same as that recorded for area 1. 

3. Rays delivered with these factors will hereafter 
be referred to as of hard quality. 
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Area 3.—This area was given a d 
hard quality rays, combined with carl 
ment. The results were dubious and 
given in detail. 


Area 4.—The total dose applied was 
doses 300 r) of rays of hard quality 
were from one to three days. After tl 
months the infiltration had disappeared. < 
ever, owing to the great number of exp 
were uneven, at some points fresh lep: 
advanced into the treated area. Durit 
half years no recurrence developed in th 


Area 5.—The total dose applied to this 
r in single doses of 2,000 to 3,000 r of ra 
hard quality. 


Area 6.—This area was given a total dose of &4 
(single doses 4,000 r) of medium hard ra 


Area 7.—This area received 6,000 r sing! 
r of hard rays. 

Areas 5, 6 and 7 showed responses si: 
of area 1. 


Areas 8 and 9.—These areas, consisting 
normal skin, were given exposures of SX) t 
respectively of rays of hard quality. Th: 
which developed later did not stop at the border 
treated area. Bacteriologic examinations prior + 
after treatment yielded positive results 


COM MENT 


In 2 patients both presenting the mixed t 


of leprosy, a number of cutaneous infiltrat 
were exposed to the action of grenz rays u 
varying conditions. The results could be : 
lowed up over periods of from one and one-hil 
to two and three-fourths years. The a 
treated consisted in erythema, slight as wel 
decided infiltration, depigmentation and, for: 
purpose of control, clinically normal skin. ‘ 
total doses given were between 600 and 7,()! 
with maximum voltage varying between f 
14 kilovolts, which is equivalent to half 
layers of 0.021 and 0.033 mm. of aluminu 
The treatment consisted in large as wel 
smaller fractional applications distributed 
more or less lengthy periods. 


It was seen that on exposure to more | 
2,000 r the infiltrations would start to disap; 
Smaller doses were ineffective. Proportions 
to the thickness of the infiltrations, totals up' 
8,000 r were applied. After between 
months and one year, the areas exposed ' 
radiation were free from symptoms clinical! 
There is therefore no doubt that a local ef 
similar to that of carbon dioxide, on lep 


os 


infiltration is possible by means of grenz 1)5 


A characteristic reaction of the areas of treate’ 
skin to fresh eruptions of leprous lesions 
the body was noted. In case 1 six m nths « 
in case 2 nine months after the treatment’ 
been started new lesions appeared on 
tients’ bodies. In both cases almost all the 4! 
which had received radiation treatment 
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for radiation treatment as well as the surround 
ing infiltration and submitted to Professor 
Franco, director of the pathologic institute for 
study. His reports was as follows: 


Section from a biopsy specimen from area 2, case 2, one-half year after the first exposure to grenz 
e slight cellular infiltration and the isolate Hansen bacilli. » 150; green filter. 


Material from the same biopsy specimen as in figure 1 but outside the treated area. Note the pro- 
tration of the upper portions of the cutis and the masses of Hansen bacilli. x 150; green filter. 


ehborhood showed corresponding pic- 
1 and 2). 

imen for biopsy was taken from the 

h a way as to include the area selected 


The epidermis as a whole showed hypotrophy, con- 
taining only a few small rete processes. In some 
places the hypotrophy was particularly marked, and 
there were scattered patches of hyperkeratosis without 
parakeratosis. 
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The changes in the cutis were encountered particularly 
in one part of the section, while toward the other they 
gradually disappeared. There was an infiltration of 
cells in the upper layers of the cutis of the parts in 
which the changes were more pronounced, reaching the 
epidermal region. In the other part of the section 
there were a few isolated small cell infiltrations sur- 
rounding the blood vessels. Here Hansen bacilli were 
scarce and not easily detected, while in the aforemen- 
tioned areas large quantities were present. 


I was also keenly interested in the possible 
damage that might be caused to the skin by 
the action of the rays. However, fractional 
doses, even up to a total of 6,000 r, produced 
but a few patches of pigmentation or depig- 
mentation after one and one-half to two and 
three-fourths years and 1 instance caused slight 
atrophy. This atrophy was, however, in no 
way different from that occurring on spontaneous 
healing of leprous lesions. Five thousand roent- 
gens given in one sitting caused severe atrophy 
with telangiectases after the lapse of two and 
three-fourths years; hence I do not advocate 
the employment of a single application of that 
size. 

Bacteriologic studies (from every lesion ma- 
terial was taken at least three or four times by 
scratching ) revealed that in respect to the pres- 
ence of organisms the effect of the treatment 
was nil, and bacilli were invariably found. The 
number of bacilli was somewhat reduced, which 
is also seen in the histologic pictures (Ziehl- 
Neelsen stain), where in the treated areas only 
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mentation developed during the 
treatment; it appeared, however, 
than in the surrounding tissue, 
other hand, its complete disappear: 
time than elsewhere. 

Clinically normal skin was ex) 
of 800 to 1,500 r. Here the bac: 
uninfluenced, and newly developi: 
did: not stop at the border of the 

From these experiments it may 
concluded that it is possible to infil 
leprous infiltrations by means of 
But it seems to be of even greate: 
that after exposure to sufficiently 
of rays recurrences do not tend t 
the treated areas. <A certain deg 
resistance seems thus to be created 
tion. This fact might be made us 
treatment of particularly disturbing 


On the basis of these results, experi 


now being conducted in an attempt 
leprous infiltrations of the face (faci 
and eyes. 

SUM MARY 


In 2 cases of leprosy of the mixed 


reactions taking place in leprous 
as a response to exposure to grenz 
On a total of eighteen 
areas selected for irradiation doses 


recorded. 


8,000 r were applied in a single exposur 


several fractional exposures. The 


voltage varied between 6 and 14 kilovolts, « 
lent to half value layers of 0.021 and 0.033 m 
of aluminum. 


a few bacilli were seen but in the surrounding 
tissue large masses of them were present. ONE SAIN De: 

In the same 2 patients scars which had de- 
veloped after treatment with carbon dioxide 
also contained Hansen bacilli. Fresh infiltrations 
did not, however, stop at the border of the 
carbon dioxide—treated lesions. 


doses exceeding 2,000 r leprous infiltrations 
appeared, although, as a rule, higher dos 

required to produce that effect. It was 

ticularly striking feature that newly 

infiltrations in the surrounding ski 

the border of the treated areas. Bacilli y . 
constantly found in the lesions. $ 


In one of the lesions which showed depig- 
mentation and anesthesia after irradiation pig- 
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OGRAPHIC ANALYSIS OF 
TREATMENT OF 


LUPUS 


GOLD IN THE SKIN FOLLOWING 


ERYTHEMATOSUS 


AND PALMER 


e past eight vears, we have been 
eroup of patients whose response 
py had not been satisfactory from 


standpoint. These patients had re- 
us amounts of gold sodium thiosul- 

the intravenous and by the intra- 
ute. In 1931 Monash and Traub ? 
a method of treatment for lupus 
sus by means of intracutaneous 1n- 
cold sodium thiosulfate and reported 
response. The question then arose 


- not the presence of gold in lesions of 
hematosus under treatment with gold 
iosulfate had any effect in the healing 
lesions. In order to determine this 
came desirable in this experiment to 

t data with respect to the presence or 


gold in normal skin, in active lesions 
aled lesions, as well as to study the 

of the time element to the presence 
e of gold in the skin. Similar data were 


sirable for the duration of detectable gold 


od and urine following intravenous as 
is intramuscular injections of gold sodium 


te. In order to extend this study, a 
tion was made of the presence of gold 


and the various tissues of guinea pigs 


been given injections of gold sodium 


spectrographic methods have been previously 
successfully for the detection of gold in 


biopsy specimens of Gaul 


Department of Dermatology and the De- 
Industrial Hygiene, University of Pitts- 
S 1 of Medicine. 


the Sixty-Fifth Annual Meeting of the 
lermatological Association, Inc., Chicago, 
1944, 


S., and Traub, E. F.: Modification 
Gold Compounds in Lupus Erythema- 
iminary Communication, Arch. Dermat. & 

24:110 (July) 1931. 
- rlach, W., and Gerlach, W.: Clinical and 
t \pplications of Spectrum Analysis, London, 
Ltd., 1934. (b) Burkhardt, L., and 
Histologische und spektralanalytische Un- 
r exhumierten Organe eines Goldarbeiters 
auf Edelmetallvergiftung, Monatschr. f. 


PITTSBURGH 


LAWRENCE G. BEINHAUER, M.D.; FREDERICK M. JACOB, M.D., 


BEEBE, M.D. 


and Staud*° demonstrated the feasibility of 
Sp ctroscopic analysis of cutaneous biopsy speci- 
mens as a means of demonstrating the presence 
of gold. They observed that gold was uniformly 
distributed in the skin of patients receiving gold 
sodium thiosulfate and stated that these deposits 
were of permanent nature. Chemical methods 
have also been used * for detection of compara- 
tively large amounts of gold. In this study, 
spectrographic methods were necessary, as the 
quantity of gold present in a single biopsy speci- 
men is considerably lower than can be satis- 
factorily demonstrated by chemical means. 
While the high frequency spark method of ex- 
citation has certain advantages,** the direct cur- 
rent arc was used in our study because of the 
greater sensitivity.‘ 


SPECTROGRAHIC METHOD 


Spectrograms were made on a large Bausch and 
Lomb Littrow type instrument of 180 cm. focal length 
equipped with quartz optics. Carbon anodes were %e 
inch (0.8 cm.) in diameter, 1 inch (2.5 cm.) long, drilled 
to a depth of % inch (0.64 cm.) with a 52 inch (0.4 
cm.) drill; the cathode was ground to a point. With 
a gap of 4 mm. and a slit 20 microns wide, the arc 
was focused on the collimating lens, with the image 
of the anode screened off and the image of the tip of 
the cathode allowed to fall on the lens. Using bits 
of dried skin from a guinea pig that had been given 
injections of gold sodium thiosulfate loaded into the 
crater of the anode and current of 10 to 18 amperes 
at 220 volts (direct current), we found by the moving 


Unfallh. 43:136 (March) 1936. (c) Gaul, L. E., and 
Staud, A. H.: Clinical Spectroscopy: A Study of 
Biopsy Material Taken from Patients Receiving Gold 
Sodium Thiosulphate, Arch. Dermat. & Syph. 28:790 
(Dec.) 1933; (d) Clinical Spectroscopy: Quantitative 
Distribution of Gold in the Body or Its Physiopathologic 
Retention as a Reciprocal of the Capillary System, ibid. 
32:768 (Nov.) 1935. 

3. Block, W. D., and Buchanan, O. H.: The Micro- 
determination of Gold in Biological Tissues, J. Lab. & 
Clin. Med. 28:118 (Oct.) 1942; The Microdetermina- 
tion of Gold in Biological Fluids, J. Biol. Chem. 136: 
379 (Nov.) 1940. 

4. Armstrong, D. W., and Brackett, F. S.: Spec- 
troscopic Analysis of Biological Fluids for Heavy 
Materials, J. Indust. Hyg. & Toxicol. 21:448 (Nov.) 
1939. 
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2,427.98 and 


seconds a 


plate method that the first visible line at 


2,675.95 angstroms appeared six 
the consequently in the 


spectrograms of biopsy 


to eight 
arc was struck; subsequent 


specimens the shutter was not 


opened till six seconds after the arc was struck. This 
had effect 
plate. 


Eastman 


some in lighting the background on_ the 


no. 33 antihalation plates were used. 


SENSITIVITY 
By loading 0.2 cc. of appropriate dilutions of gold 
chloride into the crater of the anode, the sensitivity 


of the method was found to lie between 0.05 and 
0.0025 micrograms of gold in the arc. The tormer 
save easily rceived lines ; ? 427.98 and 
amount gave easily perceived lines at 2,427.98 an 


2,675.95 angstroms and the latter no detectable lines. 
EXPERIMENTAL STUDY 


Three male guinea pigs weighing approximately 2.2 


Kg. were given injections of gold sodium thiosulfate. 
One animal received a total of 50 mg. (0.05 Gm.) in 
0.4 cc. of sterile water intragluteally and was autopsied 


after two weeks. The second guinea pig received 1 mg. 


Tasie 1.—Spectrographic Analysis of Tissue of 
Guinea Pigs 


Guinea Pig 1, Guinea Pig 2, Guinea Pig 3, 


50 Mg. Au, 1 Mg. Au, 1 Mg. Au, 
Intra- Intra- Intra- 
muscular venous muscular 
Right thigh (site of 
injection)..&...... Not done Not done ++t++ 
Striated muscle...... ++ (back) + (pectoral) (pectoral) 
Eee Not done +++ Not done 
Not done + 
Bone marrow........ Not done - = 


(0.001 Gm.) of gold sodium thiosulfate in 0.1 cc. of 
sterile water intravenously and was autopsied in ten 
days. The third animal received 1 mg. (0.001 Gm.) 
of gold sodium thiosulfate intramuscularly and was 
autopsied in fourteen days. Small portions of tissue, 
as nearly as possible the exact size oi the biopsy 
specimens of human skin, were cut from the various 


organs of each animal. These were allowed to dry 
thoroughly under gauze; then they were loaded into 
the craters of the carbon anodes, and spectrograms 


were made with a current of 14 amperes, the shutter 
being opened six seconds after the arc was struck: and 
the exposure continued for sixty seconds. The results 
of the spectrographic analysis of the various guinea 
pig tissues are given in table 1. 
CLINICAL STUDY 

Studies of Skin—Cutaneous biopsies were made on 
a group of 26 patients under treatment for lupus ery- 
thematosus, selected over a period of eight years for 
this study. Twenty-four of these patients had failed 
to respond satisfactorily to gold therapy from a clinical 
standpoint, and the remaining 2 patients were chosen 
to complete this study from the standpoint of time 
interval. Specimens for biopsy were removed by the 
skin punch method outlined by Gaul and Staud,?¢ which 
consists of the taking of dermal biopsy specimens with 


DERMATOI 


OGY AND SYPHILOLOGY 
a 346 inch (0.47 cm.) punch, removing sp 
ing approximately 0.025 Gm.  Specime 
skin, from healed scars a 
ions of Each 
allowed to dry thoroughly in air and tl 
into the crater of the anode. With the 
to 14 amperes, the shutter was 
after the arc was struck and the plat 


normal 


Irom 


lupus erythematosus. 


opent 
sixty seconds. Plates were developed in 
and fixed and hardened in potassium cl 
The accumulated plates were all examin 
and the quantity of gold present assigned 
on the intensity of the line 2,427.98 angstri 
designates the least perceptible yet definit 


TaBLe 2.—Spectrogram of Skin 


Interval 
Site of 


Sub- Age, from Last e, Spectr 
ject Sex Yr. Injection Biopsy * G gra 
1 F 34 7 days N; R. arm 
2 F 32 14 days L; L. cheek (a) 
3 F 43 60 days N; L. leg 4( 
4 M 42 60 days N; L. arm , 
5 F 16 90 days N; L. thigh 6.4 z 
L. cheek (s 
6 F 9 5 months IN = 
SCE Ss) + 
7+ F 22% 65 months IN: Hb 
5 F 26 6 months N; L. arm 2.00 4 
9 F 38 1 year L; scalp (s) lt b+ 
> ) {N; L. arm 
10 F 26 2 years 1L; L. chest (a) 
F yeats UL; S. sealp (s) 16.25 ++++ big 
§L: L. cheek (s) \ 
12 M 41 2 years L. arm 68.45 +444 
M 39 2 years L; L. cheek (s) 1.00 - & 
14 F 43 2 years N; L. arm 10.25 0 able ina 
15 M 44 2 years N; L. arm 2.0 
16+ M 51 2 years L; L. cheek (a) 1] 
17 F 31 2 years N; L. arm 12.50 + 
18 F 46 3 years N; L. leg 2.50 0 er 
19; M 4:3 3 years L; R. cheek (a) 2.50 236 
M 39 4 years JN; R. leg 
i (L; R. cheek (s) 0.00 + 23) 
218 M 46 5 years L; L. cheek (s) 1.50 5 
{L; nose (a) ) 6 
223 F 41 7 years IN: L. arm | 
2 F 7 years UN; L. arm 10.25 
4 F 24 8 years N; L. arm 5 - HY} 
7, | 47 8 years L; R. leg (s) 7.40 ++++ = 
on . eRe : {L; L. cheek (a) 0 
x¢ 8 é 
15 year iN; L. arm 6.00 


* Explanation of symbols: 
scar; (a), active lesion. 

t Gold dermatitis. eght ve 

Carcinoma developed. 

§ Gold pigmentation. 


N, normal skin; L, les 


could be seen under magnification, increasing densit 
of course, being designated by an increased E 
plus signs, up to 5, which was the intensity compara 
as nearly as possible to that of 1 microgram of g 
in the arc. For the purposes of the study it was 1 
felt necessary to employ a more precise quantitat 
method. The spectrographic -analytic data obtain 
on the cutaneous biopsies of the clinical patients are 
represented in table 2. 

Studies of Blood—Blood was removed from tt 
cubital veins of 11 patients in amounts of 5 to 10 & 
at intervals varying from ten minutes to four 
after an intravenous or intramuscular injection of g° 
sodium thiosulfate. The specimens were oxalatt 
prevent clotting. Two-tenths cubic centimet: 
was pipetted into the crater of an anode an 


ect 
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ET AL—SPECTROGRAPHI( 


HAUER 


ne hour at 110 C. The spectrogram was COMMENT 


method used for biopsy specimens. 


The distribution of gold in the tissues of the 


rine.—Specimens of urine were collected 
guinea pigs studied corresponded to the findings 


ts receiving intravenous and intramuscu 
f gold sodium thiosuliate. All speci reported by other authors using the spectro- 
except the specimen obtained one hour graphic 2 ¢ and microchemical * methods. The 
were those voided in the morning on . . 
; detectable gold was most pronounced in the kid- 
wo-tenths cubic centimeter of urine was : 
the crater of an anode and dried in the 
rty-five minutes at 105 C. The spectro- 
taken by the method used for biopsy muscle, skin, heart, brain and spleen. \ total 
e spectrographic data obtained on blood of 26 patients, 9 males and 17 iemales, of ages 


neys and liver and at the sites of intramuscular 


injection, but gold was also detectable in the 


receiving gold therapy are given in : 15] lied 
those obtained on urine are given in ranging between 16 and .: vears were studied. 
added information patch tests were per- 


\ total of 36 biopsy specimens were removed 


Last injection of gold salt four years previously. 


20-S, from scar of healed lesion on right cheek. 
Last injec- 


\, from normal skin of right leg of same patient. JJ-S, from scar of healed lesion on scalp. 
11-N, from normal skin of left arm of same patient. Gold was detect- 


gold salt two years previously. 
all spectrograms. 


Fig. 2—23-S, from scar of healed lesion. Last injection of gold salt seven years previously. 23-N, from 
6-S, from scar of healed lesion. Generalized gold pigmentation present. 


normal skin of left arm of same patient. 
Last injection of gold salt five months previously. 22-N, from normal skin of arm. Last injection of gold salt 


ears previously. Gold was detectable in all spectrograms. 


Paste 3—Spectrogram of Blood TaBLe 4.—Spectrogram of Urine 


Time of ; Time of 
Sut Dose, Collection of Spectro- Sub- Dose, Collection of Spectro- 
ect Git Route Specimen gram ject Gm. Route Specimen gram 


Intravenous 10 minutes 1 0.025 Intravenous 1 hour +++ 
Intravenous 20 minutes 2 0.025 Intramuscular 24 hours coco 
{ Intravenous 30 minutes 3 0.025 Intravenous 24 hours ++ 

i 4 Intravenous 1 week ++ 4 0.025 Intravenous 72 hours tp 
Intramuscular 1 week ; 5 0.025 Intravenous 72 hours ++ 
Intramuscular 1 week 6 0.025 Intramuscular 72 hours + 
Intramuscular 2 weeks 7 0.025 Intravenous 1 week ~ 
Intramuscular 2 weeks 8 0.025 Intravenous 1 week 0 

: Intramuscular 3 weeks + 
Intramuscular 4 weeks 0 j 


- 5. Block, W. D.; Buchanan, O. H., and Freyberg, 

R. H.: A Comparative Study oi Distribution and 
patients with an ointment containing Excretion Following Intramuscular Injection of Five 
solution of gold sodium thiosulfate, all of | Different Gold Compounds, J. Pharmacol. & Exper. 
Therap. 73:200 (Oct.) 1941. 


gave negative readings. 
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for spectrographic detection of gold. Sixteen 
specimens were removed from active lesions and 
healed scars of lupus erythematosus, and 20 
specimens were removed from normal skin of 
various parts of the body. From only 9 patients 
were we able to obtain biopsy specimens from 
both the lesion and the normal skin. The biopsy 
specimens were obtained as early as one week 
following an injection of gold sodium thiosulfate 
and as late as fifteen vears after the last known 
injection. One patient of this group manifested 
gold pigmentation, and in 1 patient gold derma- 
titis developed during the course of treatment. 
In 3 patients, epithelioma developed within the 
lesion of lupus erythematosus. In analysis of 20 
biopsy specimens of normal skin gold was detect- 
able spectrographically in 13 instances in patients 
who had received a total dose of gold sodium 
thiosulfate ranging from 5.06 to 58.45 Gm. with 
a time interval of sixty days to seven years fol- 
lowing the last known injection. In 7 instances, 
gold was not detectable spectrographically in 
the normal skin of patients whose total dose 
varied from 2 to 42.50 Gm. after a time interval 
of seven days to fifteen years after the last known 
injection of gold. The absence of detectable gold 
after periods of two, three and fifteen years, 
except in 2 instances, in which gold was not 
detectable in the normal skin after seven and 
sixty days in amounts of 0.05 Gm., differs from 
the observations previously reported ** that gold 
is permanently deposited in the skin. 

The analysis of the spectrograms of skin re- 
moved from active lesions and scars of healed 
lupus erythematosus revealed some interesting 
and rather striking facts. Of a total of 16 spec- 
trograms, 6 from active lesions and 10 from 
scars of healed lesions, it was found that gold 
was not detectable spectrographically in the ac- 
tive lesions of lupus erythematosus. These 
patients had received a total dose of 0.05 to 30.95 
Gm. of gold sodium thiosulfate, and the biopsy 
specimens were removed fourteen days to fifteen 
years after the last known injection. Jones and 
Alden,® in a report on the use of gold by sub- 
cutaneous injection in treatment of lupus ery- 
thematosus, cited Wigley, who reported the ab- 
sence of demonstrable gold in the diseased skin 
following the intravenous use of gold chloride 
but stated that the skin of patients who had 
exfoliative dermatitis from the use of this drug 
contained fairly high concentrations of gold. 
However, gold was detectable spectrographically 
in every biopsy specimen, 10 in all, removed from 
a healed scar of lupus erythematosus of patients 

6. Jones, J. W., and Alden, H. S.: Modification 


of Therapy with Gold Compounds in Lupus Erythema- 
tosus, Arch. Dermat. & Syph. 28:544 (Oct.) 1933. 


who had had a total dose of 1.50 .. 5 
of gold sodium thiosulfate, taken 

five months to eight years after t 
injection, 

From the analysis of the smal! 
tients studied we cannot draw al 
sions, but it is our impression that 
of gold in the lesion of lupus erythe 
under treatment with gold sodiu 
is associated with healing. In eve: 


our series of patients gold was dete 
graphically in the healed scars of lupus er 
matosus, but uniformly gold was : 

in any active lesion of lupus eryt 

this study. The absence of gold 

lesion of lupus erythematosus under treg 
with gold therapy may account for | 

able clinical response which we e1 


the use of the intravenous and_ intramu 
method of injection; whereas, the 
sponse reported by Monash and raul 


have been due to the direct deposit 
into the lesion by intracutaneous inj 

Gold was detectable in the blo 
minutes until three weeks after a given inj 
No gold was detectable one month aiter inj 
whether given intravenously or intramuscu! 
Block, Buchanan and Freyberg,® using a: 
chemical method, reported that gold was p: 
in the plasma and absent in the red blood 
of patients receiving gold therapy. We di 
attempt to include this differentiation 
study. 

Gold was detectable in the urine one hour 
to one week after injection but was more ea 
detectable during the first seventy-two | 
after injection. 

The presence of gold was detectable spec: 
graphically in healed scars and normal sku 
was not detectable spectrographically in ac 
lesions. 


5026 Jenkins Arcade. 
7026 Jenkins Arcade. Be 


ABSTRACT OF DISCUSSION 

Dr. EuGENE F. Traus, New York: This pres at 
tion is the first attempt that I know of to explain' 
local effect of gold compounds. It is particula ly inter 
esting, of course, to me because I do not bh liev n 
men utilized the method that Dr. Monas! J 
gested, because they probably thought, as we © 
that it was just another method of treatm 
effective sometimes and ineffective and painiu 
times. 

Dr. Jacob and Dr. Beinhauer asked m 
their paper and give some of the details « 
of local treatment. I will gladly do so because }' 
some of the criticism that was leveled 
was because of a misunderstanding of 
be employed. 

I know, for instance, that at one of 1 
in New York where it was tried, sloughs 4! 


} it 
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ive we had any general reactions. 


spond, 


rot used the method extensively and 


ults in several 
imed excellent 


were reported, because it was at- 
cc. intradermally at a site. I do 
much can be given. In other words, 
0.0616 cc.) at a site and not 1 cx 
cent solution of sodium thio- 
rated it in procaine hydrochloride, 
the 


slightly 


gold 


pro- 


ot to have epinephrine in 
While the injections are 
had any one discontinue treatment 


such treatment localized discoid 
ts who had failed to respond to intra 
ypes of treatment, never patients with 
s erythematosus. Each patient's case 
studied from a general medical stand- 
cal treatment was simply the most 
getting gold into the subject in our 
that we first attempted to find out 
ld be of any help in this way, we 
er heavy metals, nickel and 
tried injections of a sterile milk 
ther agents to determine whether or 
local inflammatory reaction that pro- 
whether it might actually be the effect 
tself in the local site. We were not abl 
vay or another whether that was true. 
it gold seemed to be more effective than 
nts that we tried. 

other things that we felt in the begin 
s that each lesion had to be treated individ- 
it if it was not treated individually, it did not 
at, | know now, is not true, because we 
treated approximately 100 patients locally, 
e majority that have responded to such treat- 
ns that were not individually treated some- 

ded and disappeared. 
ive had no complications at all from the method 
nent. In fact, our idea in the beginning was 
would avoid any complications and_ reactions. 
it was the great many unpleasant reactions to 
vere occurring that made us look for another 
administration rather than the intravenous. 
ive we had any unpleasant results locally, 
Not all our 
have responded to this treatment. It is only 
say only a fraction of the patients so treated 
On the other hand, we have had some 


such as 


lent results with relatively few injections in pa- 
hat have had as many as a hundred or more 


us injections wthout result. 

ly atter we published this preliminary report, 
reported 
articles in the French literature. 
results in the treatment not only 
erythematosus but of lupus vulgaris and other 
localized cutaneous tuberculosis, and, if our 


was conservative, he was perhaps overenthusi- 


the method and describing his many 


praising 


ellent results, 


ortant point that Drs. Jacob and Beinhauer 
ut, of course, is the fact that gold was found 
irs of healed lesions and in the normal skin 
many patients treated with gold. But they 
nd gold in active lesions of lupus erythema- 
ad not responded well. This would seem 
that the gold must be in the lesion itself 
the treatment to be effective. 
dermal method is one that can be 
any one who is qualified to give a 
injection of any kind. It is only necessary 
minim (0.0616 ce.) at each of 


safely 
proper 


several sites 


about the periphery of every patch. I hope to get into 
contact with our patients on whom we used 
the method locally and get specimens to submit to D1 


some of 


Jacob and Dr. Beinhauer to see whether or not that 
may throw some additional light on this subject. 
Not having had any experience with the spectro 


scopic analysis of sections of skin, I was glad to heat 
the paper. 

SAMUEL M. Peck, M.D., Bethesda, Md 4s 
privilege to listen to a paper which attempts to cast 
additional light on the chemotherapeutic action of some 
of the drugs which one in the treatment 
of disease. 

The criticism leveled against the 
by Monash and Traub was that they 
local therapy 


uses routinely 


local use of gold 
were attempting 
to treat a generalized disease by alone 
This was especially pertinent, because it was thought 
for lupus erythematosus exerted its 
effects systemically and not by a_ direct 
action on the lesion itself. Even the discoid type of 
lupus erythematosus is considered by many dermatol- 
ogists to be a local manifestation of a generalized vas 


that gold therapy 
beneficial 


cular disease. 
With the presentation of the 
Beinhauer, some of the ideas on the mechanism of the 


paper ot Jacob and 
action of gold in lupus erythematosus will have to be 

is tempted to deduce from their presen 
that gold acts locally to healing 
effects. The authors have as yet not been able to ex- 
plain why no gold was found in the lesions which were 
still active. Perhaps local injection of gold salts into 
active lesions which fail to respond to the gold therapy 
might prove therapeutically helpful. 

Dr. M. Jacos, Pittsburgh: This work 
prompted by considerations: first, the 
response of certain of our patients; second by the ques- 
tion of gold pigmentation (we had 1 gold 
pigmentation around the following 
injection) and the question of deposit of gold in the 
skin, leading to the possible pigmentation of these skins 
later. 

All have seen the pigmentations that occur at the 
elbow, sometimes at the site of puncture and sometimes 
when the gold escapes from the vein. So we wanted 
to convince ourselves, by means of some of our earlier 
patients, who had been exposed for years to sunlight, 
that the gold would not cause pigmentation after a 
period. The records of biopsies in these cases were all 
collected, and most of the ones on the first chart had 
been done before we began to evaluate our results. We 
put the results on the blackboard one day, and were 
rather astounded to see the curious findings of gold in 
the healed scar, gold in the normal skin and no gold in 


revised. One 


tation produce its 


Was 
several por r 
case of 


scar intravenous 


active lesions. 

We also checked on the deposits of metals of other 
kinds, bismuth and mercury, particularly at the same 
time. In performing biopsies, we took specimens from 
syphilitic patients and from some of the patients with 
lupus who had been treated with bismuth as well. We 
studied the syphilitic skins for bismuth, mercury and 
arsenic, and the results were not at all striking. | 
think that there was 1 case in which bismuth showed 
after a considerable amount had been given. So there 
was very little deposit, at least in our cases, of bismuth 
or mercury or arsenicals in the skin, but the gold was 
not difficult to find. 

As Dr. Beinhauer suggested, we began the studies 
microchemically, but the results were bad. Fortunately, 
we had the cooperation of the Department of Industrial 
able to continue this work 


Hygiene, and we were 


spectrographically. 
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APLASTIC ANEMIA 
PURPURA 


REPORT 


WITH ACUTE 
AND COMPLICA 


WITT 


OF A CASE, 


HAL 


E. 


LONG BE 


Many cases of aplastic anemia have been re- 


and several from the use of neoarsphenamine. 
Rein and Wise? in 1939 reported a case re- 
markably similar as regards the aplastic anemia 
to the present one. This case is reviewed in table 
2. The platelet count and the white blood cell 


FREEMAN, 


ported as resulting from the use of arsphenamine ported to have had no platelets, but the red 


Tas_e 1.—Laboratory Data and Progress, Present Case 


AGRANULOCYTOSIS, THROMB 
TING MAPHARSEN THERAPY 


1 OBSERVATIONS 


PATHOLOGIC 


M.D.* 


ACH, CALIF. 


present case in table 2. Their patient wa 


white blood counts were, again, quite similar, Ay 
“athrombocytic’”” purpura was evidently presex: 
in addition to the aplastic anemia. 

The following case report illustrates again the 
necessity of observation of the skin before eae 


6/29 (p 


Differential count 

Polymorphonuclears, per cent... 2 

Lymphocytes, per cent...... 98 

Mononuclears, per cent.. 
Red blood cells, millions... ens 2.16 2.42 
Hemoglobin 

Per cent..... ‘ 47 48 

Grams...... 
Bleeding time, min.... Se : 3% 
Clotting time, min.... 15 


Blood sugar, mg./100 cc.............. 

Blood urea, mg./100 cc... 

Albumin-globulin ratio.. 
Dextrose tolerance..... Normal 
Sternal marrow....... 


Date, 1943 


-mn.) 0/31 6/1 6/2 6/3 6/4 


1,010 1,000 900 bu 


100 Os O4 96 
2.81 2.51 2.8 2.5 2.02 2.2 
50 51 50 59 42 52 65 a 
9 as 8 10.5 
None 
46,070 
2 
4 ot 
as 1.5 
Normal 
10 


96% norma! lymphocytes 
% lymphoblasts: n 
young erythrocytes seer 
smear contained a large 
amount of fat 


Kirkham and Perlmutter * in 1941 reported a 
second case, which had been observed in 1939. 
This is also reviewed and is compared with the 


*Recently Captain, Medical Corps, Army of the 
United States. 

1. Rein, C. R., and Wise, F.: Mapharsen in Treat- 
ment of Syphilis in Office Practice, J. A. M. A. 113: 
1946-1952 (Nov. 25) 1939. 

2. Kirkham, D., and Perlmutter, M.: Fatal Aplastic 
Anemia Following the Use of Mapharsen: Report of a 
Case, Arch. Dermat. & Syph. 43:111-115 (Jan.) 1941. 


Transfusions, ce...... 500 
* Date of death. t tre 
count were somewhat higher than those of the injection of an arsenical and notes the third mm 0 

present case, but otherwise the laboratory data reported instance of another possible danger from tee 
were comparable. The diagnosis was aplastic the usually nontoxic drug mapharsen. been 
anemia alone, without thrombopenic purpura and al a 
agranulocytosis in addition. REPORT OF CASE sdlerg 
ult 


rv 


A man aged 37, of Syrian ancestry, gave a history 
of having had syphilis for twenty years and of having 
taken treatments irregularly over a period of two years 
until January 1943. When treatment was first begun 
he had several febrile reactions, but with this e 
ception, thereafter he had tolerated his previous treat 
ments with no history of apparent reactions. At that tin 
neoarsphenamine was the arsenical employed, 
exact amount and dosage are, unfortunately, unknow? 

In March 1943 the patient entered military servict 
At one station he was found to have a positive serolog! 
reaction and further therapy was advised. Mapharsen 
was the arsenical used. On May 18, 1943 the 
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FREEMAN—APLASTIC 


he beginning of a purpuric eruption on 
forearms. He was at that time receiving 
06 Gm. twice weekly) and bismuth sub- 
kly. After he received the tenth injection 
urse of mapharsen, the purpura appeared. 
; who was treating him was informed, but, 


2—Comparison of the 3 Cases 


1. Rein and 2. Kirkham 3. Freeman 
Wise and Perlmutter 

30 24 37 

F F M 


Syrian 
Febrile reac 
tions to neo 


Italian 
Nausea and 
“weakness” 


Unstated 
Nausea and 
vomiting 


from (nitritoid arsphenamine; 
mapharsen (H. E. F.]) sensitivity to 
from salicylates 
mapharsen 
irsen 15 19 12 


Skin eruption 
and fainting 


nt Pallor, Vaginal 
weakness and bleeding 


fainting attack 
a and Lower Extremities Widespread 
ses extremities and trunk 
pathy Yes No Yes 
peratul Up to 105.2 F. Upto105F. Upto 105.6 F. 
era Not noted Yes Severe 
lays 30 7 19 


cells 4,100 to 2,200 2,425 to 750 2,100 to 600 


cs, 3.1 to 1.5 2.62 to 1.06 2.81 to 2.02 
millions millions millions 
globir , 62 to 42% 51 to 16% 65 to 42% 
ocyles as 96% 100% 100% 
suslowas 100,000 0 46,070 
ticulocytes.... 0.5% 0 0 
Bleeding time 4 minutes 20 minutes + 2to3% minutes 
g time.. 5 minutes 5 to6 minutes 4 to 15 minutes 
Color index... 1.4, 0.9 1.1, 1.5 
terie index... 5.5 6 8, 10 
rea nitro- “Normal 29 15 
blood 
chemistry” 
Hemolytic Hemolytic 
streptococe] streptococci 
vertheless, two more injections of mapharsen were 


ven in spite of the purpura. The total amount of 
nt treatment was, then, five injections of the bis- 

preparation and twelve of mapharsen. 
| first observed him, at another station, on May 28, 
43. This was ten days after the onset of the purpura 
about four days after the last dose of mapharsen 
been administered. At that time a generalized 
hial and ecchymotic eruption on the skin and oral 
us membranes was observed. The patient did not 
sult the dermatologist because of his rather severe 
roura but because of a coincidental impetigo con- 
1osa of the face. He was much more concerned 
it the impetigo than about the purpura because the 
vi shysician had ignored the purpura entirely 
his attention had been called to it. 

of extreme sensitivity to salicylates was 

was a recent history of moderate consti- 
rrhexia and asthenia. 

ell developed, and his general physical con- 
normal except for the cutaneous lesions and 
ly severe generalized lymphadenopathy. The 
ire was 118 systolic and 80 diastolic. 
of the history and clinical observations the 
liseases were considered after preliminary 


ANEMIA 


WITH PURPURA 


blood dyscrasia due to mapharsen 
(2) infectious mononucleosis, 


examination: (1) 
(arsenical thrombopenia?), 
(3) monocytic leukemia and (4) purpura of other origin 
than that of drug intoxication. 

Hematologic and other diagnostic studies were begun. 
During the night the patient, incidentally, became faint, 
presumably from his severe anemia. The temperature 
was 10L F. on admission and 104 F. the next day, 
although there was no congestion of the lungs. 

The first blood smears indicated that the 
anemia was aplastic, with agranulocytosis, and it was 
recognized that the prognosis was grave. These obser- 
vations and other laboratory data are shown in table 1. 
Staining of blood with Goodpasture’s stain 
showed no peroxidase-positive cells. 

On the second day one of the larger of the many 
purpuric lesions on the distal medial surface of the left 
thigh was indurated and was beginning to become 
pustular. This later became necrotic and ulcerated. 

The temperature remained between 102 and 105.6 F., 
but salicylates could not be given. Hydrotherapy was 
used in an attempt to reduce the fever. Six transfusions 
of citrated blood (300 to 500 cc.) were given and 
pentnucleotide, crude liver extract and vitamin K were 
administered for whatever effect they might have. 

After five days the patient had gradually become 
more prostrated and was apprehensive. His liver and 
spleen became moderately enlarged and tender. Some 
of the larger ecchymotic areas of the oral mucous mem- 
brane became ulcerated, and swallowing became difficult. 
A sternal puncture was made at this stage. 


severe 


smears 


Tas_eE 3.—Pathologic Observations in 3 Cases 


kirkham and 
Rein and Wise Perlmutter Freeman 
Aplastic anemia 
Hemorrhages, gener- 
alized and severe, 
of skin, mucous 
membranes and 
serous surfaces 
Severe subacute 
ulceronecrotie 
stomatitis, phar- 
‘yngitis, laryngitis, 
tracheitis and 
bronchitis 
Severe bilateral 
confluent lobular 
pneumonia 
Tuberculous pri- 
mary complex 
Generalized arterio- 
sclerosis, slight 
Bilateral moderate 
inguinal and axil- 
lary lymphaden- 
opathy 
Ulcer of the skin, 
medial aspect of 
the left knee 
Hepatomegaly, 
moderate 
Acute toxie splenitis, 
moderate 
Fatty metamorpho- 
sis of liver, mild 


Aplastic anemia due Aplasia of bone 
to arsenic treat- marrow 
ment tor syphhis Necrotizing pharyn- 
Multiple petechial gitis 
and ecchymotic ly 
Splenomegaly 
hemorrhages of the 
arachnoid, visceral Multiple hemorrhages 
pleura, epicardium, ip the viscera 
myocardium, endo- 
cardium, renal 
capsules, iieum 
and cecum 
Toxic hepatosis 
Bilateral ovarian 
hemorrhagic cysts 
Hyperplastic splenitis 
Sanguineous perito- 
neal fluid 


Microscopically 


Much fatty tissue 
and few hemopoie- 
tic cells in sternal 
marrow 

(A few gram-posi- 
tive bacilli seen in 
a section of the 
bone marrow) 


The patient's condition became progressively worse. 
Bilateral corneal and conjunctival hemorrhages devel- 
oped; gingival bleeding was rather severe, and he was 
dyspneic and semicomatose. A left submaxillary cellu- 
litis was indurated and edematous. The cutaneous 
ecchymoses became more notable and almost confluent. 
The patient died on his ninth day in the hospital, nine- 
teen days after he first noticed his purpura. 
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Pathologic Examination—At autopsy, severe ulcero- 
necrotic lesions were found throughout the mouth and 
upper respiratory tract. Hemorrhages were present in 
the skin, mucous membranes and serous membranes, 
and there was a bilateral confluent lobular pneumonia. 
The marrow of the ribs and vertebrae was reddish gray 
and was not remarkable grossly. 

Microscopically, the ulceronecrotic lesions revealed 
widespread bacterial invasion but the tissue defense was 
restricted to scattered lymphocytes and plasma cells. 
There were no polymorphonuclear leukocytes. In the 
lungs there were numerous foamy pigmented phago- 
cytes but, again, no polymorphonuclear cells. The bone 
marrow displayed aplasia of all elements, with only 
small, scattered, sparsely cellular foci. These foci were 
composed of lymphocytes, plasma cells, immature red 
cells and occasional “blasts.” 

In no organs were any leukemic infiltrations found, 
and there was no evidence of any leukemic change in 
the lymph nodes, spleen or liver. There was also no 
tendency for any particular type of cell to predominate 
in the scattered cellular areas in the bone marrow. 


The pathologic observations in the 2 previously 


reported cases are compared with those of the 


present case in table 3. 


COMMENT 
The etiologic factor in this case is 
to have been the trivalent arsenical 
administered before the onset of the p 
is true that a blood dyscrasia such as 
be spontaneous or occur without kn 
However, the knowledge that arseni 
duce such a complication and its pre 
lowing arsenical treatment make logica 
clusion that the cause was arsenic. 
that the patient had received bismuth 
late, but he had none of the common 
of salicylate intoxication. No explanat 
fered as to why the complication did 
earlier treatment with neoarsphenamine 
No evidence of infectious mononucle 
aleukemic leukemia was found. 


CONCLUSIONS 


In this case fatal aplastic ane: 
thrombopenic purpura and agranulocyt 
a rare complication of mapharsen therapy 
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GRANULOMA 


CAPTAIN NORMAN 


MEDICAI ARMY 


CORPS, 


1 


rh the treatment of the ordinary case of 


annulare, in which there are present 

w lesions on the backs of the hands, is 

ficult problem, one is often puzzled in 

f a child when the lesions are so num- 

is to make treatment either with roentgen 

with destructive methods impractical. 

llowing experiences may be of help and 

ulate thought as to the cause of this little 
disease. 

REPORT 


OF CASES 


\ girl aged 7 years was seen with granu- 
ilare of eighteen months’ duration. There were 
the right ankle the original lesion, at the 
hservation a palm-sized plaque, and more than 
smaller lesions, the majority on the legs but a 
n the hands and abdomen. Biopsy was not made, 
diagnosis was corroborated by another derma- 
gist. The original lesion had been given 600r of 
ntgen rays before I saw the child. The mother said 
lesion was flatter after the treatment but that 
lesions had continued to appear. 
iuse it was felt that the further use of roentgen 
is impractical and the destruction of each area 
irable, the child was simply observed at monthly 
vals. Several new rings appeared. When the child 
brought in at the end of three months, all the 
ns were gone. The mother reported that the girl 
had measles, with a temperature of 105 F., and 
when she got out of bed the involved areas were 
ar. Examination disclosed slight pigmentation at the 
f the original lesion on the ankle but there was 


ne 


From the Eighty-First General Hospital, Forney 


neral Hospital, Palm Springs, Calif. 


ANNULARE 


O} 


AND MEASLES 


O'FARRELL 


UNITED 


M. 


rHE STATES 


no remnant of any other lesion. To date, sixteen months 


later, there has been no recurrence. 
Case 2.—A girl aged 5 years, the daughter of an 


\rmy chaplain, was seen at the station hospital clinic 
ind tound to have typical lesions of granuloma annulare 


on the extensor surfaces of her hands, feet and legs, 


with occasional lesions on the thighs, more than two 
dozen in all. Mindful of the experience in case 1, a 
watchtul attitude was maintained. Less than three weeks 
later the child contracted measles, had an elevation of 


temperature of unknown degree (but said by the mother 
to have been high) and when seen two weeks later was 
from all No biopsy was made, as there 
was no question as to the diagnosis. There has been 
no recurrence of the granuloma annulare in an interval 


Iree lesions. 


of three months. 

An Army lheutenant, 25 years of age, had 
granuloma annulare, with lesions limited to the backs 
ot his hands and fingers. Shortly after he was seen 
for the first time he had acute nasopharyngitis with a 
temperature of 103.2 The lesions on his hands have 
not been influenced by this fever. He has never had 


Case 3. 


measles. 


SUMMARY AND CONCLUSIONS 

Of 3 patients with granuloma annulare 2 re- 
covered after having measles. The fact that the 
third patient did not recover after a febrile inter- 
lude suggests, although of course it does not 
prove, that the recoverv of the 2 was due to a 
specific immunity reaction from measles. While 
it is true that there is occasionally spontaneous 
healing of granuloma annulare, the dramatic 
cure after measles in 2 cases was not likely to 
have been a coincidence. 
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TREATMENT 


UNSUCCESSFUL 
WITH 


REPORT OF 


MAJOR 
MEDICAL CORPS, 
Leishmaniasis americana as observed in the 
Panama Canal Zone is a serious disease. It is 
not self limited but is progressive and destructive. 
Present treatment is prolonged, and recurrences 
are not uncommon. As the opportunity recently 
presented itself to treat a patient with this disease 
with penicillin, I wish to report my observations. 


REPORT OF CASE 


A 52 year old brown Panamanian man entered Gorgas 
Hospital on April 12, 1944, with a large ulcerated 
lesion of the face. He stated that this had started on 
the bridge of the nose about six weeks previously. He 
was employed in the Canal Zone as a carpenter and 
lived in a small rural community just outside the Zone. 

The lesion involved the entire suriace of the nose 
and extended laterally on each cheek. The ulcerated 
area was raw and granulomatous and measured 6.5 cm. 
from the bridge of the nose to the nares and 7.5 cm. 
transversely. Beyond this was a raised, firm border 
with surrounding cellulitis, producing 
edema of the face. Pronounced regional lymphangitis 
extended downward across each cheek terminating in 
large palpable nodes at the angle of the mandible 
bilaterally. The remainder of his physical examina- 
tion revealed nothing abnormal. 


considerable 


On examination the urine was normal. Hematologic 
examination showed 70 per cent hemoglobin, 4,000,000 
red blood cells and 6,800 white blood cells, with 64 per 
cent polymorphonuclear leukocytes, 4 per cent eosino- 
phils and 32 per cent lymphocytes. The Kahn and 
Wassermann reactions of the blood were both reported 
as “doubtful.” The sedimentation rate of the blood was 
53 mm. in the first hour. Roentgen examination of 
the chest showed normal conditions. 

On April 13, tissue was removed from the active 
border for microscopic examination. This was exam- 
ined by Dr. B. H. Kean,! who reported as follows: 
“The superficial and deep layers of the corium are 
occupied by an intense chronic inflammatory reaction 
in which lymphocytes and large macrophages predom- 
inate, although plasma cells are also present. There is 
no acute focal inflammatory reaction, but neutrophils 


are scattered throughout the tissue and a few eosino- 


From the Dermatology Department of the Medical 
Service, Gorgas Hospital, Ancon, Panama Canal Zone. 

1. Pathologist, Board of Health Laboratory, Gorgas 
Hospital, Ancon, Panama Canal Zone. 


OF 
PENICILLIN 


JAMES S. 


ARMY OF THE 


AMERICAN LEISHMANIASIS 


A CASE 


SNOW 
UNITED STATES 
phils are also seen. Scattered throughout 
both within macrophages and also within 
spaces, are encapsulated round or oval parasites 
aging 4 microns in diameter. These 
basophilic nuclei and the typical parabasal 

bodies. 

Therapy with penicillin was started on April 23 
was given as follows: 

April 23: 120,000 Oxford units of penicillin sodiyz 
was given intramuscularly, divided into six doses ¢ 
at intervals of three hours. An additional 10,000 
diluted with 40 cc. of isotonic solution oi 
chloride was used topically as a wet dressing 

April 24: 117,000 units was given intramuscu 
according to the same schedule, and 10,000 units 
used topically. 

April 25: 120,000 units was 
and 10,000 units used topically. 

April 26: 112,000 units was 
and 10,000 units used topically. 

April 27: 90,000 units was 
and 10,000 units used topically. 


given intramuscul 
given intramuscular 


given intramuscular 

During the five day period of treatment a total 
559,000 units of penicillin was given intramuscular 
and 50,000 units was used in topical applications. 

On May 5, eight days after the completion of t 
penicillin therapy, the lesion appeared somewhat 1 
proved in that the cellulitis had subsided and 
lymphangitis and adenitis were less evident. The large 
ulcerated area was clean but showed no tendency ' 
heal. A second specimen of tissue was then take 
from the raised border immediately adjacent t 
site of the original biopsy specimen. 

The second biopsy specimen was examined by 
same pathologist, who reported as follows: “The supe 
ficial and deep parts of the corium are occupied 
a diffuse, extensive, chronic inflammatory reactio 
Lymphocytes predominate in the reaction, but 
phages and plasma cells are also numerous. | 
tions of polymorphonuclear leukocytes are seen 
and there, but there is no abscess formation. Int 
superficial parts of the corium a few leishmania | 
typical nuclei and parabasal rods 
Part of the fresh tissue was crushed, smeared 
stained according to the Giemsa technic. A few 
mania bodies are also seen in these preparat 


having 


It was difficult to compare the number of 
present in the two specimens, as in both insta 
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However, the fact 


parasites 


irched for carefully. 
rmed, apparently normal 
reciable numbers in the second specimen 
leishmania organisms are probably not 
penicillin. The clinical improvement in 
and lymphangitis was attributed to the 
ct of the penicillin on the secondary pyo- 
n present. 
with antimony and potassium tartrate was 
9 and given,every other day. After five 
atment (1.6 Gm. of the drug) the lesion 
healed. This same response would have 
| had no previous therapy been used. 


were 


COMMENT 
sults of treatment in a single case must 
be evaluated with caution and should 


LEISHMANIASIS 


not be considered conclusive. It is also possible 
that larger doses of penicillin may be effective 
in treatment of this disease. I wish merely to 
report my observations in this case, so that they 
may be added to the rapidly accumulating data 


about this remarkable new drug. 


SUM MARY 


A patient with leishmaniasis of the face did 


not respond to five days’ therapy with penicillin. 
Well formed parasites were still found in the tis- 
sue eight days after completion of the treatment. 


Gorgas Hospital. 
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DERMATITIS FROM PENICILLIN 
REPORT OF TWO CASES 


GEORGE W. BINKLEY, M.D.* ann ARNOLD BROCKMOLE, M.D 


CLEVELAND 


Considering the large number of patients re- reaction to the solution of sodium peni 


ceiving penicillin and of physicians, nurses and ight hours. A few days later, a strong 
; at é tion was obtained within six hours t 
others exposed to the drug while administering injection of solution of sodium penicilli: 
it, the incidence of true contact dermatitis from strength and to a second patch test. S; 
penicillin reported to September 1944 is not A. B. has avoided or minimized exposure t 
large. Pyle and Rattner ' reported the first case. Of penicillin, with no recurrence of 
irritation. 


The reactions in 2 cases reported by Graves, 


Carpenter and Unangst ” occurred in patients The reaction in case 2 was of 
receiving injections of penicillin and were not character. 

contact dermatitis. . Chey had received no pre- Case 2—Dr. R. L.. aged 26, began ti 
vious medication with penicillin. The reaction — tion of solution of penicillin in November 194 


immediate and involved the hands, feet medical service of University Hospitals 


was 
and groin. here was no history of previous cutan 
The following 2 cases of dermatitis from peni- — The dermatitis appeared six weeks after 


cillin occurred in the medical staff of hospitals. posure to penicillin. There was erythema of th: 
in a butterfly area. Erythema and dermatitis 
the upper lids of both eyes, base of the 
border of each hand and sides of the 

Case 1.—Dr. A. B., aged 27, began the administra- Penicillin was suspected as the cause of 1 
tion of penicillin about March 1, 1944, in the surgical and was avoided for two weeks. During 
service at St. Luke’s Hospital, Cleveland. In the latter dermatitis slowly cleared. There has beet 
weeks of the same month, dermatitis of the skin of rence of symptoms. The impression was t] 
the upper extremities and face appeared. There wert tion was either a seborrheic dermatitis 
During this period dermatitis due to penicillin. 


REPORT OF CASES 


1344] 


cyclic recurrences until August 7. 
he regularly administered solutions of sodium penicillin Contact tests were made with solutio: 
ethyl] alcohol, 1:1,000 solution of mercur 
Examination on August 7 showed a dermatitis of | and liniment of soft soap U. S. P. on the ff 
the flexor surfaces of the wrists and forearms and o1 of the right forearm. All reactions wer: 
|, forty-eight hours. An intradermal injecti 
of solution of penicillin (500 units) gave 
during ninety-six hours of observation. 


to patients in the hospital. 


the cubital spaces, lower half of the arms and toreheac 
The primary lesion was a tiny vesicle on a diffuse 


erythematous base. There was fine desquamation 

Pruritus was moderate There was a focus of der Later he gave himself 60,000 units of pet 

matophytosis pedis on the webs of the tos, The m™uscularly in one dose. Within six } 
pruritus of the hands and ieet. In twenty 


skin of the hands was normal. We attribute the ab- 


sence of dermatitis here to the frequent washing neces- 
sitated by his hospital duties. The diagnosis was acute 


there was a papular eruption of the har 
This was followed by subsidence of the 
desquamation, 

Later 3 drops of solution of penicillin 
per cubic centimeter) was instilled into 
tival sac of the left eye. A patch test was 
the face below the right eye. There was 
to either of these tests. 


contact dermatitis. 

The contactants suspected were penicillin, ammoni- , 
ated mercury ointment U. S. P. and a white soap sup- 
plied at the hospital. Contact tests were made. There 
Was no cutaneous reaction to the mercury preparation 
and the hospital soap. Sodium penicillin was diluted 


isO ic sol i ) if So) i id h; ~ 
with isot nic solution of s dium chloride so that l ce. COMMENT 
contained 5,000 units. There was a strong positive 
aeiniatnente The dermatitis in the first case was 
From the Department of Dermatology and Syphil ereater degree and involved a larger cutan 


ology, Western Reserve University School of Medicine, ma 
Harold N. Cole, M.D., Director. 
1. Pyle, H. D., and Rattner, H.: Contact Derma- 


area than that in the second case. 
cillin patch tests gave immediate reactions 


titis from Penicillin, J. A. M. A. 125:903 (July 29) In the second case there was much less 

. . . . . 

1944. titis both in severity and in extent. \o 
2. Graves, . N.; Carpenter, C. C., an Tnangst, 14 

X. W.: Recurrent Vesicular Eruptions Appearing Dur- ae 

ing Administration of Penicillin, Arch. Dermat. & Syph. shown by cutaneous tests. Because of 1 

50:6 (July) 1944. to react to the cutaneous tests and the 
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subsequent’ exposure to penicillin 
final diagnosis in this case was 
lermatitis. However, when peni- 
jected intramuscularly, the skin of 
not react but the hands and feet 
lived with edema and a_ confluent 
tion. The skin of the had 
oreviously exposed to penicillin but 


feet 
seat of a chronic dermatophytosis. 


SUMMARY 

of our case 1, we place on 
second case of proved contact der- 
the first having been 
If epidermal 


to penicillin, 
Pyle and Rattner.’ 


FROM PENICILLIN 

sensitivity was present in case 2, we were unable 
to confirm it by contact and intradermal tests. 
The reaction finally obtained on deep intramus- 
cular injection was that of the disturbance of 
the fungus antigen relationship first reported by 
Graves, Carpenter and Unangst. This reaction 
seems to occur in patients who have had a focus 
of dermatophytosis on the feet. The short in- 
terval between the injection of penicillin and 
the reaction on the hands and feet is suggestive 
of the Jarisch-Herxheimer reaction, but this 
possibility is ruled out ‘because of the lack of 
evidence that penicillin is a fungicide and because 
the cutaneous reaction persisted as a subacute 
inflammatory reaction for seven days. 


| 
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MUTILATING FORM OF AMERICAN LEISHMANIASIS 


Oswatpo G. Costa, M.D 


Assistant in Clinic of Syphilis and Skin Diseases of the Faculty of Medicine, University of 


American leishmaniasis may cause serious deformities 
which need to be remedied by plastic surgery. My case 
is a striking example of extensive mutilation caused by 
the long-continued disease, due to the patient’s care- 
lessness with regard to treatment and possibly also to 
the development oi resistance to treatment. The nega- 
tive results of microscopic search for leishmanias do not 
nullify the diagnosis, as the duration of the eruption 
was extremely long and as the patient was treated again 
and again. When the disease is of long duration, it 
is much more difficult to find the parasite than when 


Fig. 1—Congenital syphilis (patient of Dr. Orsini de 
Castro). 


the onset is recent. In inveterate cases, the specificity 
of the process diminishes according to the law of 
Levandowsky and Jadassohn. In diagnosis, the disease 
must be differentiated from syphilis (fig. 1), leprosy 
and lupus. 
REPORT OF A CASE 

J. A., a white Brazilian farmer, lived at Uberlandia. 

The family history showed nothing worthy of note, 


BELLO Horizonte, BRAZIL 


except that he has a brother who als 

American leishmaniasis. The patient 

he was 3 months old there appeared on t 
his face a small itchy papule which 

progressed until it reached the size of 

physician was consulted, who treated tl 
cessfully. Aiter a time the same conditi 

in one of his nostrils. Since then, the 
had periods of regression due to treatment: 


recurred, for he has not been assiduous in continy 


the treatment. 
General physicial examination showed nothing 


normal. Dermatologic examination showed destrys 


of the entire cartilage of the nasal pyramid and als 


Fig. 2—Mutilating form of American leishmania: 


the upper and the lower lip. <All around th 


eed orar 


orifice there was a secreting ulcer With red granula 


floor and a nonelevated border. The orif 


mouth was circular, and its movements were im 


by the formation of scars. The teeth were 
and some of them had been extracted. The skin a 
the ulcer was cyanotic. The buccal cavity wa 
affected (fig. 2). 


The Wassermann and Kahn reactions of the 5 
were negative. Microscopic search for leishmamia ws 


unsuccessful. 
Rua Ceara, 1695. 


CONTACT DERMATITIS FROM AMORPHOUS SODIUM PENICILLIN 


Seymour H. Sitvers, M.D., BrookiyNn 


T. G., a chemist aged 36 years, has during the past 
two years conducted extensive research on the chemistry 
of penicillin. He first consulted me in December 1943, 
because of an itchy rash on the eyelids and on the 
penis of three months’ duration. The eruption appeared 


approximately one year aiter he had begur 
on penicillin. He was treated symptomatical 
soothing applications, and it was noted that 
he avoided direct contact with penicillin tl 
proved or disappeared entirely. 
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SILV ERS—DERMATITIS FROM AMORPHOUS SODIUM PENICILLIN 


showed red, swollen eyelids. The con- 
red. The skin adjacent to the eyelids 
lefined, red, pinhead-sized vesiculopapular 
The penis was red and edematous and 
rete, papulovesicular rash. There were no 
fingers and hands. 
st on the right arm with a solution made 
amorphous sodium penicillin which is used 
of infections had to be removed after 
hours because of burning and _ itching. 
two hours, the site of the patch test still 
iead-sized vesicular rash on a red, edema- 
he result of a patch test with a solution 
ite crystalline sodium penicillin recently pre- 
is negative. 


COM MENT 


amorphous sodium penicillin contains 
cent of pure crystalline sodium penicillin. 
remainder consists of impurities such as pigments, 
forms of penicillin and unknown factors. This 
reacted only to the “impure” sodium penicillin. 


Ca 


therefore reasonable to assume that the “impuri- 
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ties” present in sodium penicillin were responsible for 
the contact dermatitis. 

Pyle and Rattner! reported a case of dermatitis due 
to penicillin. The clinical picture of the rash presented 
by their patient resembled closely that of this patient 
However, they obtained a positive reaction to a patch 
test with a crystalline penicillin material. My patient's 
skin reacted only to the “impure” yellow amorphous 
sodium penicillin. 

SUMMARY 


A chemist working with penicillin was observed to 
have contact dermatitis. Patch tests showed that the 
patient’s skin reacted only to the “impure” sodium 
penicillin. Pure white crystalline sodium penicillin 
produced no reaction in the skin. It is therefore 
reasonable to assume that the contact dermatitis in this 
patient was caused by the “impurities” present in 
the available yellow amorphous form of sodium peni- 
cillin. 

920 Bushwick Avenue. 


1. Pyle, H. D., and Rattner, H.: Contact Derma- 
titis from Penicillin, J. A. M. A. 125:903 (July 29) 1944. 
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SCLERODERMA WITH BULLAE 


To the Editor:—In a recent article “Bullous Lichen 
Sclerosus et Atrophicus” (ArcH. Dermat. & SypuH. 
49:423 [June] 1944), Dr. C. Russell Anderson dis- 
cussed rather extensively my article “Localized Sclero- 
derma with Bullae”’ (ArcH. Dermat. & Sypu. 43:361 
[Feb.] 1941) and came to the conclusion that my case 
was one of bullous lichen sclerosus et atrophicus rather 
than scleroderma with bullae. 

Unfortunately, Dr. Anderson had not had the oppor- 
tunity of seeing my patient. She had been twice pre- 
sented before the San Francisco Dermatological Society, 
and the diagnosis had been accepted by the majority 
of the members present. The main question in the 
members’ minds was not in regard to the diagnosis of 
scleroderma but rather in regard to the mechanism of 
productions of the bullae—whether they were factitious 
or were due to friction or to drugs. Dr. Howard 
Morrow saw her in consultation and agreed with the 
clinical diagnosis. 

Several of our members felt that the histopathologic 
changes were compatible with the clinical diagnosis. 
One member did not agree but offered no other diag- 
nosis. The more I see of dermatopathologic condi- 
tions, the less dogmatic I become. For I am certain 
that there are many variants from typical microscopic 
pictures—in fact, just as many as there are variants in 
the clinical appearance of the lesions. 

So it seems to me that the opinions of experienced 
dermatologists who saw both the patient and the histo- 
logic preparations should be given weighty considera- 
tion in favor of the diagnosis of localized scleroderma 
with bullae. 


H. J. Tempteton, M.D., Oakland, Calif. 


LOCAL PENICILLIN THERAPY 


To the Editor: —In the September issue of the 
ARCHIVES OF DERMATOLOGY AND SyYPHILOLOGY there 
is a short note by Dr. Schoch on the local use of 
penicillin. I have not used penicillin in the fashion 
Dr. Schoch has, and, while I have no doubt of the 


Correspondence 


accuracy of his observations, I should li! 

note of caution which I hope ultimately 

to be needed. In a paper just read before the 4 
can Public Health Association, Dr. Welch and | 
shown that repeated intradermal injections of 
at five day intervals sensitized 9 out 
The majority of the reactions were of the 
While none of the reactions were severe, t 
been because when the reactions became 
did not continue with further injections. \What 
such a sensitization would have on the therapeutj 
of the drug is unknown. 


I realize, of course, that Dr. Schoch’s 7 
ours differed considerably, but on theoretic gr 
there may be an analogy, inasmuch as we beliey: 
the reason we got so many sensitizations wit 
technic used was the rate of excretion of the pen 
and it would appear not too unlikely that when 
cillin is used &s Dr. Schoch has suggested the ra: 
excretion may be similar. 

The purpose of this letter is to suggest that 
penicillin is used locally it be used with cautior 
with an eye kept open for possible sensitizatior 
a similar sequence of events may be again experier 
as was had with the topical use of the sulfonar 
compounds. 

ApDOLPH ROSTENBERG Jr., M.D 
Washington, D 


RAT MITE DERMATITIS 


To the Editor:—I regret that in writing the art 
“Rat Mite Dermatitis’ (ArcH. Dermat. & Sypu. i 
90 [Aug.] 1944), I overlooked the article by Dr. E 
Stratton, “Rat Mite Dermatitis” (California & Ii 
Med. 51:391 [Dec.] 1939). 

I should like to add that where rat mite infestat 
is suspected, but the mites are difficult to find, judi 
placing of flypaper about the room or rooms for for 
eight hours will frequently entrap them. This & 
was resorted to by a patient of mine, with succes 


C. Russett ANDERSON, M.D., Los Angeles 


News and Comment 


NOTICE 


Dr. Roger Denis Baker, associate professor of pathol- 
ogy in charge of surgical pathology, Duke University 
School of Medicine, has been appointed professor and 
chairman of the department of pathology in the Medical 
College of Alabama at Birmingham, a division of the 
University of Alabama. He will move to Birmingham 
on Dec. 1, 1944. Dr. Baker requests that autopsy and 
surgical materials for the Fungus Disease Registry be 


sent to him at Birmingham 5, Ala., after that cat 


The mycologic and serologic materials of this Regist 
should continue to be sent to the office of Dr. Va 
F. Smith, Duke Hospital, Durham, N. C. 


DEATHS 


Dr. John Harper Blaisdell died suddenly on Oct - 


1944. 
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Obituaries 


JEROME KINGSBURY, M.D. 
1871-1944 


Kingsbury died on July 15, 1944, of nated ia 1920. In 1929 he accepted a reappoint- 
hemorrhage, at the New York Poly- ment as attending physician and remained until 
Hospital, where he had served as visiting the amalgamation of the New York Skin and 
ist since 1925. Cancer Hospital and the New York Post- 
<ingsbury was born in Boston. His Graduate Medical School and Hospital on Sept. 
was Alden N. Kingsbury and his mother 1, 1934, when he resigned. In his last year of 


| 
| 


JEROME KINGSBURY, M.D. 
1871-1944 


rome Kingsbury. He graduated from service he was elected president of the medical 
Hospital Medical College in 1897, was _ board. 

at the New York Skin and Cancer Dr. Kingsbury was visiting dermatologist at 
from 1898 to 1900 and in 1901 began _ the City Hospital from 1920 to 1936, where 
nd faithful service at the Skin and Can- he became expert in the diagnosis of leprosy. 
vital. first as clinical assistant and later He was chief of the department of dermatology 
ing physician, which service he termi- at the Presbyterian Hospital Dispensary from 
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1900 to 1917. At the time of his death, he was 
attending dermatologist to the Midtown Hos- 
pital, consulting dermatologist to the City Hos- 
pital and to the Harlem Eye and Ear Hospital 
and a trustee of the Northern Dispensary. He 
had served as one of the professors of dermatol- 
ogy and syphilology at the New York Poly- 
clinic Medical School and Hospital since 1925. 

Dr. Kingsbury wrote the text of a “Port- 
folio of Dermochromes” published by Rebman, 
New York, 1913, containing the colored plates 
which appeared in the fourth edition of Jacobi’s 
Atlas. The text was entirely new and clearly 
presented the American viewpoint of dermatol- 
ogy at that time. 

He was elected a member of the New York 
Dermatological Society in November 1908 and 
of the American Dermatological Association in 
1913. He was also a member of the Manhattan 
Dermatological Society and a fellow of the 
American Medical Association, the American 
Academy of Dermatology and Syphilology and 
the New York Academy of Medicine. He 
served as chairman of the section of der- 
matology and syphilology of both the Medical 
Society of the State of New York and the New 
York Academy of Medicine. 

An outstanding characteristic of Dr. Kings- 
bury was an extraordinary degree of reticence, 
which was manifested professionally but not 
socially. Because of it, he rarely entered into 
dermatologic discussions at the societies of 
which he was a member. 

Dr. Kingsbury’s modesty and droll humor 
were shown by the following incident. Two of 
his colleagues were attending a moving picture 


DERMATOLOGY 


AND SYPHILOLOGY 


show, where on the screen to their s 
saw Jerome Kingsbury entering a 
take part in an international contest. (jp, 
them later said to him, “Why didn’t vou », 
you were a balloonist?” to which King; 
answered, “Why, you never asked 

was a man who for many years lad } 

licensed balloon pilot, a charter member ¢; 
American Institute of Aeronautical Engine 
chairman of the balloon committee of the 


Club of America, a member of the Early p, 
and a competitor in many national and jz, 


national balloon races for years, who was 
modest that, despite their frequent associa 
with him, he never spoke to his friends 

exploits. Dr. Kingsbury was also a life ; 
ber of the United States Revolver Associa 
and had won many cups for his expert n 


manship. 


Dr. Kingsbury’s interest in military ati; 
began when he served as a member of : 
Seventh Regiment, New York National Gua 
In 1915, he attended the first Plattsburg offices 


training camp. During the first World | 
he served as captain in the Medical Corp: 
France, and after the war he held the ran} 
colonel in the Medical Reserve Corps. He 
served as a commander of the Military So 


of the War in 1812 and was surgeon oi 4 


Veteran Artillery Corps and the New York 
Patrol Corps. 


His death creates a great void in the hea 
of those of us who were fond of him. It is har 
to say farewell after thirty-two years of agre 


able professional association. 


Paut E. Becuet, 
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ANDREW 


le was born in Detroit, Feb. 25, 1862, 
William Shepherd Biddle and Susan 
dle. In his early life he received his 
jon in various parts of the world, includ- 
‘neva, Switzerland, and Heidelberg, Ger- 
- completing his school work in the Detroit 
School in 1880. 
naturally turned to the military service, 
members of his family had done, and 
ree years at the United States Naval 
at Annapolis, Md. On leaving An- 
is he decided to study medicine, entering 
Detroit College of Medicine in the same year 
being graduated in 1886. After an intern- 
Harper Hospital he took postgraduate 
ck in Leipzig, Germany, in 1891. 
ven in his early years he was interested in 
ation and began the teaching of dermatology 
the Detroit College of Medicine in 1892 and 
tinued in the department until 1918, when 
hecame professor emeritus of dermatology. 
though Dr. Biddle was not a prolific writer, 
wrote on current topics and in other ways 
nfluenced medicine and dermatology by stimu- 
the younger men by example and en- 


iragement. 


the offices which he held are numerous, 
been president of the Michigan State 
lical Society, of the Wayne County Medical 
ety, and of the Detroit Dermatological 
iety. He also served as president of the 
merican Dermatological Association in 1926 at 
Philadelphia meeting on the occasion of its 
‘ueth anniversary. He took pride in the fact 
he had never missed a meeting of that 
‘ganization unless prevented by illness. 
During his long medical career, of fifty-seven 
ars, he served on the staffs of various hospitals 
i Detroit, served the Detroit and the Michigan 
ard of Health in various capacities and was 
member of many local state and national soci- 
tes. He was also one of the oldest members 
the Detroit Academy of Medicine, being 
ected in 1887 and being its president in 1912. 
The Michigan State Medical Society instituted 
tne Andrew P. Biddle Oration in recognition of 
long, loyal and continuous service. His 
évotion to the advancement of education and 
the medical profession was recognized 
so by the University of Michigan in granting 
Jr. Biddle the honorary degree of Master of 
tts in 1935. The honorary degree of Doctor 
‘ Science was conferred on him in 1929 by the 
lege of the City of Detroit. 


in 


PORTER 
1862-1944 
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BIDDLE, M.D. 


In 1936 a dinner was given to Dr. Biddle by 
the Wayne County Medical Society as an ex- 
pression of the honor and esteem in which he 
was held by the medical profession of Detroit. 

In addition to all his medical activities, Dr. 
3iddle found time to serve in civic offices and 
for many years was a member of the library 
commission and of the board of education of 
Detroit, also serving as president in each group 
at various times. 

During the Spanish American War in 1898, 
the military spirit again prevailed and he joined 
the Thirty-First Michigan Volunteer Infantry 
as a surgeon with the rank of major. 

In 1892 Dr. Biddle married Grace Wilkins, 
and one daughter was born to this marriage. 


BIDDLE, M.D. 
1862-1944 


ANDREW PORTER 


This daughter’s death a few years ago was keenly 
felt by Dr. Biddle, and shortly after that his 
health began to fail. The death of his wife 
within the past few years left Dr. Biddle much 
alone, but he continued his work even when he 
should have rested on his laurels. 

Andrew Porter Biddle will live long in the 
hearts and memories of those who knew him, 
whether laymen or physicians, as he was one ot 
the few about whom it may be said, “He never 
had made an unkind remark about anyone.” It 
he could not say words of praise, he was silent; 
and at all times he was a perfect gentleman and 
a wonderful friend. His death will be mourned 
by untold thousands, but his memory will be 


ever fresh. 


Ropert C. JAMIESON, M.D. 
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A NoTE ON THE So-CALLED UNDIFFERENTIATED AND 
Empryonic Peter GRUENWALD, Arch. Path. 
36:190 (Aug.) 1943. 

“Undifferentiated” and “embryonic” cells as described 
in the literature of pathology and histology are discussed 
on the basis of modern developmental physiology. It 
is found that most of the concepts in question are based 
on the old idea that only undifferentiated or embryonic 
cells can be credited with possessing latent develop- 
mental potencies. It is known now that such potencies 
may be present in differentiated cells of the adult organ- 
ism as well, and that their presence is not correlated 
with morphologic characteristics. Much confusion has 
been created by the use of morphologic terms to indicate 
the state of potencies in a cell or tissue. This procedure 
is misleading and should be abolished in favor of terms 
and concepts based on developmental physiology. 

AvuTHor’s SUMMARY. 

TrencH Foor. Editorial, Bull. U. S. Army M. Dept. 
March 1944, no. 74, p. 46. 


Trench foot, immersion foot and frostbite are related 
conditions resulting from exposure to wet and cold. In 
the Kiska campaign immersion foot and trench foot 
comprised about 10 per cent of the total injuries and 
diseases; in the Attu campaign 93 patients with trench 
foot required admission to the hospital. TrencH foot 
occurs as a result of prolonged exposure to wet and 
cold, contributing factors being tight footgear, immo- 
bility and dependency, which reduce peripheral circu- 
lation. Prevention is of paramount importance. 

The principles of treatment consist essentially of rest, 
avoidance of local trauma and infection, elevation of 
the feet to promote drainage of edema fluid and reduc- 
tion of metabolism in the infected parts. The period 
of rest in bed is determined by the degree and rate 
of subsidence of edema and circulatory disturbances. 
Measures to prevent secondary infection, including use 
of antitetanus serum, should always be instituted, and in 
case of threatened infection use of sulfadiazine by 
mouth is recommended. 


TREATMENT OF BuRNS DUE TO CHEMICAL WARFARE 
Acents. S. S. ScHERLING, B. M. OverHOLT and 
K. H. STAHMER, Bull. U. S. Army M. Dept., March 
1944, no. 74, p. 52. 


The authors report their clinical experiences in treat- 
ing 95 burns of the skin caused by chemical warfare 
agents which were serious enough to warrant hospi- 
talization. The agents producing the burns were mus- 
tard gas, lewisite gas, white phosphorus and arsenic 
trichloride. 

Ninety-five per cent of the patients with burns due 
to mustard gas did not realize that they had been 
burned until from six to twenty-four hours later. The 
first indication of such a burn was pruritus and ery- 
thema followed by pain about the contaminated area. 
Within eight to twenty hours, there was a doughnut- 
shaped vesicle filled with clear fluid, surrounded by a 
zone of erythema. First aid given within the first 
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five minutes may prevent the burn entirely or ; 
its degree. The recommended procedure jor firs 
is as follows: The clothing must be removed 
excess mustard gas is blotted off with tissue: y 
ointment (protective ointment M-4, chemical war; 
issue) is applied and washed off immediately 
this a soap and water shower is taken and M-4 9; 
ment is reapplied and then the shower is reg 
Once the vesicant lesion was formed locally, defnis 
treatment included: (1) pressure dressing; (2) x 
diazine-triethanolamine spray; (3) applications of yg 
ous ointments; (4) amyl salicylate dressings, and 
saline baths. The authors found the most succe 
form of management to be débridement and applica 
of pressure dressings wherever possible. 

In burns due to lewisite gas, erythema develops m 
idly and vesicle formation is usually complete in ty 
hours. The vesicle is well defined, overlies the enti 
erythematous area and is filled with an opaque | 
containing traces of arsenic. The treatment is ese 
tially the same as for mustard gas burn. 

The first aid treatment of burns due to white ; 
phorus consists of immediate immersion of the bun 
part in water, followed by the application of | 
per cent solution of copper sulfate. The late treatm 
is the same as that for mustard gas burns. The fr 
aid and later treatment of nitrogen-mustard gas bur 
is the same as for those due to mustard gas, and t 
same is recommended for burns from arsenic trichlorid 


The authors stress that pressure dressings are { 
method of choice in the local treatment of deep bur 
The one exception is extensive lewisite burns, for whi 
baths or dressings of saline solution are recommente 


TREATMENT OF SKIN INFECTIONS IN THE ASSAM 
BuRMA JUNGLE. JOHN H. Grinpvay, Bull. U.§ 
Army M. Dept., March 1944, no. 74, p. 74. 


The author discusses minor infections of the skin ff 
which he used magnesium sulfate, a 50 per cent sols 
tion in pure glycerin, as wet dressings. Among t 
major infections he discusses the tropical ulcer 
Naga sore. Naga sores are seen most frequently i 
patients with systemic diseases, especially chronic m 
laria, but Grindlay does not believe that there is aq 
direct connection between the two diseases. He doe 
however, believe that Naga sore is related to beriben 
Supporting this contention is the fact that brewers 
yeast or thiamine hydrochloride help to heal the Nag 
sores. 

Smears made from active portions of the ulcer show 
a predominance of fusiform spirochetes identical wit 
Vincent’s organism. The lesion begins as a minut 
abrasion, friction blister or insect bite, most common! 
a leech bite. The earliest lesion is a yellow superfica 
bleb filled with puriform exudate; at the center of 
skin underlying the bleb is usually a minute punctut 
hole. Transition from the early acute to the act 
fulminating lesion occurs in two or three days. T™ 
fulminating lesion is an extremely painful ulcer. 
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‘ye treatment of the early acute lesion the author 
_nends trimming of the blister and application of 
esium sulfate and glycerin dressings. The ful- 
ulcer is débrided, and sulfanilamide (powder 
a is rubbed into all surgically exposed tis- 
which all the wounds are packed with 
cauze. After the entire limb has been 
a layer of cotton, a plaster of paris cast 
i, Systemic diseases, such as malaria and 
should be treated simultaneously with the 


StrakoscH, Chicago. 


ApsoRPTION, EXCRETION AND DISTRIBUTION OF 
PenICILLIN. CHARLES H. RAMMELKAMP and CHEs- 
S, KEEFER, J. Clin. Investigation 22:425 (May) 


are presented concerning the blood concentra- 
, and urinary excretion of penicillin after the ad- 
stration of 5,000 to 40,000 Florey units by several 


Intravenous injection of penicillin resulted in high 
tal concentration in the blood plasma, which was 
wed by an abrupt fall. Traces of penicillin were 
{in the blood for thirty to two hundred and ten 
tes after the injection, the length of time depend- 
n the amount administered. The sharp fall noted 
the serum concentration immediately after injection 
associated with an increased excretion in the urine. 
e average excretion after intravenous injection was 
ser cent of the administered dose. 

Penicillin was rapidly absorbed when given intra- 
scularly and slowly absorbed after subcutaneous 
tions. Excretion in the urine was rapid following 
muscular injections and delayed after subcutaneous 
ections. 

{bsorption from the body cavities was delayed, and 
is was reflected in the slow excretion of penicillin 
the kidneys. The total amount found in the urine 
s somewhat lower than that obtained following intra- 


enceMBnous injection. Fluid aspirated from the pleural and 

nt cavities, twenty-two and thirteen hours after the 
SSAI showed appreciable amounts of penicillin 
ining. 


ministration of penicillin by enteral routes showed 
t absorption from the duodenum was rapid, whereas 
‘| and rectal doses were poorly absorbed. These 
ngs may be explained by the inactivating effect 
nicillin of acid and Escherichia coli. After oral, 
traduodenal and rectal administration, the average 
int excreted in the urine was extremely small. 
In the presence of renal failure, penicillin was not 
reted rapidly, and as a result, high concentrations 
fe maintained in the blood stream after intravenous 
ies on the distribution of penicillin showed that 
e substance failed to penetrate the red cells in sig- 
ant amounts. In general, the average concentra- 
n jound in the erythrocytes was less than 10 per 
' the concentration in the plasma. No penicillin 
‘ound in the spinal fluid, saliva or tears in sub- 
's receiving it intravenously. 
AuTHors’ SumMmaryY.] [Am. J. Dis. 


TES ON Mititary DERMATOLOGY. R. M. B. Mac- 
KENNA, Brit. J. Dermat. 56:1 (Jan.) 1944. 


The dermatologic hazards to which the British sol- 
‘ris exposed are due more to his environment than 
Of the environmental hazards the 


Occupation. 
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following are considered: (1) respirator dermatitis, 
(2) sensitization to clothing, (3) eruptions caused by 
sunlight, (4) desert sore, (5) cutaneous diphtheria, (6) 
cutaneous leishmaniasis, (7) effect of change of climate 
on diseases to which certain patients are prone and 
(8) hazards of battle inoculation. 

Respirator Dermatitis—Clinically, respirator derma- 
titis is manifested as a submental edema, and the inci- 
dence varies in accordance with the type of rubber mix 
and the average duration of intimate contact with it. 

Sensitization to Clothing—A sensitization to woolen 
textiles has been noted. This sensitivity is of an 
acquired type and often seems to be provoked by some 
accident or cutaneous disease. The commonest type is 
manifested by a persistent localized erythema of the 
inner aspect of the thighs, but if the condition is pro- 
voked by scabies, the eruption produced by further 
contact with woolen textiles is not localized and may 
resemble scabies. 

Eruptions Caused by Sunlight—The British army 
relies on acclimatization and not on the use of anti- 
sunburn lotions to protect the skin from the deleterious 
effects of ultraviolet rays. Acquired hypersensitivity 
to sunlight after the therapeutic use of sulfonamide 
compounds has been noted. 

Desert Sore.-—The “sore” is not primarily a diph- 
theritic infection but a bullous impetigo. Its impor- 
tance in the Western Desert can be appreciated when 
one notes that the incidence in some units was 1 in 
every 4 or 5 men. 

Cutaneous Diphtheria—Three types of acute diph- 
theritic infection have occurred (eczematous type, bul- 
lous type and cellulitis type) and one chronic type, 
simulating a chronic infective eczematous dermatitis 
around the auditory meatus, nostrils or mouth. 

Cutaneous Letshmaniasis—Control of this disease 
depends on the success of the antifly measures of the 
authorities responsible for the hygiene of the armies 
abroad; the incidence has been low. 

Effects of Change of Climate on Diseases to Which 
Certain Patients Are Prone.—Psoriasis does badly in 
the Middle East generally, worse in Egypt than in 
Palestine. Desert conditions seem particularly unfav- 
orable. Men who have suffered from seborrheic der- 
matitis and eczema at home are prone to have a relapse 
in the hotter countries. 

Hazards of Battle Inoculation—Dermatitis bullosa 
striata pratensis and vesicant gas burns are considered. 


TexTILE Dermatitis. J. H. Twiston Davies and 
A. NeEIsH Barker, Brit. J. Dermat. 56:33 (Feb.) 
1944, 

The authors report that of 670 admissions to the 
dermatologic wards of a large military hospital during 
the first six months of 1943, 110 (16.4 per cent) were 
for dermatoses proved by patch tests and by the ob- 
served effect of resumption of wearing issue clothing 
to be wholly or partly due to intolerance by the skin 
of contact with woollen textiles. 

The patient usually complains of itching but may 
report on account of infected excoriations on the legs 
and thighs. The itching is often worse in the daytime, 
though it is rare for the patient not to attribute his 
symptoms to contact with blankets. In general terms 
it may be said that the signs are seen chiefly, as might 
be expected, in parts exposed to contact with melton, 
serge or other woollen clothing. Thus in every case 
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the lower extremities are attacked with intensity in- 
creasing toward the tops of the boots, and in many 
of them the forearms also. The cutaneous manifesta- 
tions encountered in order of frequency are (1) prurigo 
simulating scabies (58 cases), (2) erythematous der- 
matitis (49 cases), (3) erythema (26 cases), (4) pru- 
ritus (18 cases), (5) eczematoid dermatitis (18 cases), 
(6) facial eczema (10 cases), (7) circumscribed and 
diffuse lichenification (8 cases), (8) prurigo simplex 
(4 cases), (9) urticarial eruption (3 cases), (10) acne- 
form eruption (1 case). 

Sensitization may occur spontaneously or as the result 
of friction by garments in association with sweating, 
but more commonly its onset is determined by some 
other dermatosis. The supposed determining factor was 
recorded in only 89 cases. In 54 of these it appears 
to have been scabies. Arsenical dermatitis accounted 
for 6. A common experience was for a patient dis- 
charged after apparently complete recovery from arsen- 
ical dermatitis to return a few days later with a 
weeping eczema of the scrotum. External irritants 
(seen mainly in quinine pessary dermatitis and thera- 
peutic accidents) were responsible for 8 cases and in- 
fective dermatitis for 10 cases. 

Treatment consists primarily in removal of the irri- 
tant. The patient sleeps between sheets, has a cotton 
or linen shirt and wears cotton pajamas by day under 
his hospital blues. Simple remedies, such as calamine 
liniment, are no less efficacious than elaborate ones, 
with which there is always the danger of additional 
sensitization. It seemed in this series that lapse of 
time was the most important factor in treatment. 

BLuEFARB, Chicago. 


Herpes ZOSTER OPHTHALMICUS—TWoO RARE MANI- 
FESTATIONS. T. G. WyNNE Parry and G. C. 
LaszLo, Brit. J. Ophth. 27:465 (Oct.) 1943. 


A woman aged 52 suddenly became blind in the right 


eye. Six weeks previously she had had herpes zoster 
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along the course of the right fifth ner\ 
nosis was acute optic neuritis. Examinatio; 
spinal fluid showed 44 small lymphocy: 
millimeter and a protein content of 30 mg 
cubic centimeters. Five weeks later vis 
with an absolute scotoma. The tempo: 
the optic disk showed discoloration. 

A man aged 33 had had herpes on 
weeks previously. Three weeks later d 
oped as a result of paresis of the right ab 
The spinal fluid showed an increased ce! 
a high protein content. The paresis clear 


W. ZENTMAYER. [ARCH. 


LiveR Extract IN ARSENICAL INTOLERANCE, 
Lauist, J. Indian M. A. 12:141 (Feb.) 1943 


In 23 cases of intolerance to arsenic during tres 
for acquired syphilis, the excretion of hippuri: 
was increased and the symptoms were improya 
daily intramuscular injections of the liver extrac 
is apparent that liver function in arsenical intole; 
is improved by the administration of liver.” 

Gonce, Madison, Wis. [Am. J. Dis. Cx: 


CASE For DIAGNOSIS: EPIDERMOLYSIS BULI 
ITARIA? THERESE KINDLER, Proc. Roy 
36:292 (April) 1943. 


The patient, a boy 3 years old, had suffered jr 
bullous eruption since fourteen days after his birt 
twin brother had died from a similar disease 
of varied sizes appeared on normal skin, on any 
of the surface. The moist axillary and perianal x 
showed papillomatous, condyloma-like excrescences 
mucous membranes, nails and hair were unaffect 
The blood was normal except for anemia. Var 
treatments tried by the author are outlined. None 
any effect. WILLIAMSON, New Orlean: 

[Am. J. Drs. Cu: 


i 
CLE 
| 
J 
| 
| 
Case f 
DR 
| R 
er 1n! 
are 
1 
icn 
TY 
SA 
SO it 
it t 
lung 
tict 
H 
gh t 
th 
| 
H 
r. 
| rif 
ne 
l 
| De. F 
alec 
sarran 
| mine 
mphi 
apy 
| | it 
e ent 
1 } 
4 
cap pec 
tiry 
r oh 
| pn 
tamin 
vner 
no 


CLEVELAND DERMATOLOGICAL 
SOCIETY 


NETHERTON, M.D., President 


RauscHKoLs, M.D., Secretary 


R. Driver, M.D., Reporter 
May 27, 1943 


Case for Diagnosis (Linear Nevus?). Presented 
Dr. R. E. BARNEY. 


(rs, R. F., a white woman aged 27, states that her 
er informed her that he had noticed a dime-sized 
area on the flexor surface of her right wrist at 
This area had increased in size, gradually ex- 
g up the arm. 
lying the flexor surface of the right wrist, chiefly 
the ulnar aspect, is an area half the size of a palm 
ich the skin shows a noninflammatory stippling. 
erocess extends up the ulnar aspect of the forearm 
> inch (1 cm.) band to the junction of the middle 
ipper thirds. 
iopsy specimen taken from the area on the wrist 
1 a moderate degree of hyperkeratosis, with 
ning of the rete pegs. There was atrophy of the 
ary layer of the corium and moderate fibrosis of 
reticular layer. 


DISCUSSION 


H. N. Cote: This may be an example of one 
localized ectodermal dysplasias, there being 
gh tissue broken at birth, with scar formation, to 
the picture seen here. Often the marks are 
etric, but not always. The asymmetric ones are 
y but not always found on the scalp, and I think 
explain this picture. 
id. R. Driver: How would you explain the 


H. N. Core: I just saw one lesion. 
R, R. E. BARNEY: It has spread since birth. It 
riginally small, but now the same change goes 
the ulnar aspect of the arm. 
RE. J. Arpay: Is there not a possibility that this 
led morphea? There is a considerable amount of 
“arrangement of collagenous tissue in the section I 


mined. 


emphigus Foliaceus. Presented by Dr. R. E. 


DARNEY, 

_F, an Italian woman aged 58, noticed several 
4 Itching blisters on the knees and back in October 
*.. The eruption gradually spread, and in two months 
entire body was involved. At times the skin 
‘be peeled off in strips, and at intervals new 
’ ot blisters would appear while others would 


pear. She had lost 100 pounds (45.4 Kg.) in 
et months. Itching has been a prominent symptom. 
times she has been so weak she could not walk. 
' physician gave her seven intramuscular injections 


osmarsen and thirty intramuscular injections of 
s, with little improvement. 

seen on March 12, 1943 she appeared fairly 
nourished and not acutely ill. The entire cutaneous 
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surface was reddish brown and presented universal 
scaling. The scales varied in size from that of a pin- 
head to that of a quarter. There were pinhead-sized 
to glass pinhead-sized pustules and vesicles scattered 
here and there. The palms were deeply fissured. The 
legs were swollen and firm to palpation. Nikolsky’s 
sign was elicited. 

Treatment has consisted of colloidal baths and sooth- 
ing keratolytic ointments locally. She has been given 
large doses of vitamin D (300,000 U. S. P. units daily) 
with no improvement. Subsequently, sulfathiazole was 
administered, and after one week there was an ex- 
acerbation of the eruption characterized by a generalized 
bullous dermatitis and an elevation of temperature to 
40.5 C. (104.9 F.). The symptoms rapidly subsided 
when use of the drug was discontinued. She has re- 
ceived transfusions of whole blood and blood plasma. 
On May 1, 1943 intravenous injections of germanin 
were started and to date she has received 6.5 Gm., 
with some improvement in the eruption and in her 
general condition. 

The Kline reaction of the blood was negative. The 
hemogram revealed 4,120,000 red blood cells and 11,500 
white blood cells per cubic millimeter. The hemoglobin 
amounted to 12.6 Gm. per hundred cubic centimeters. 
The differential blood count showed 51 per cent neutro- 
phils, 17 per cent lymphocytes, 9 per cent mononuclear 
leukocytes, 21 per cent eosinophils and 2 per cent 
basophils. The blood level of urea nitrogen was 8.1 mg. 
per hundred cubic centimeters, and the plasma level 
sodium chloride was 610 mg. per hundred cubic 


of 
The blood pressure readings were within 


centimeters. 
normal limits. 
A biopsy was performed on May 20, 1943 on a 
specimen from the right side of the abdomen and showed 
bullous formation in the stratum corneum. There was 
parakeratosis. The cells of the epidermis revealed intra- 
cellular and extracellular edema, vacuolation and some 
mitotic figures. There was an infiltrate in the papillary 
layer of the corium made up of lymphocytes, poly- 
morphonuclear leukocytes and numerous chromato- 
phores. The infiltrate was greatest beneath the bullae. 


DISCUSSION 


Dr. B. F. Barney, Columbus, Ohio: I favor a 
diagnosis of dermatitis herpetiformis. From the extent 
of the eruption one would expect considerable prostra- 
tion, while actually the patient seems to be in perfect 
health. I believe that a trial intramuscular injection 
of an arsenical followed by an arsenic preparation by 
mouth would be advisable. 

Dr. C. L. Cummer: There was much pigmentation 
present, suggesting the possibility of dermatitis herpeti- 
formis. Again, one would have to consider that this 
pigmentation has resulted from the ingestion of arsenic. 

Dr. R. E. Barney: Drs. Cole and Driver saw this 
patient early in the course of the disease. They thought 
it was a Senear-Usher type of pemphigus. The erup- 
tion was spotty at that time and not as nearly universal 
as now. 

Dr. E. W. NETHERTON: I favor the diagnosis of 
pemphigus foliaceus. This patient has a generalized 
erythroderma, and there are moist areas as well as 
thin loosely adherent crusts scattered over the trunk. 
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Such an extensive involvement of the skin does not 
occur in dermatitis herpetiformis; there should be at 
least a few areas of normal skin even in the most 
severe outbreak of dermatitis herpetiformis. 

Dr. R. E. Barney: The pigmentation was present 
when I first saw the patient. She has not responded 
well to any therapy so far employed. I think that it 
might be well, in view of the fact that she has not 
had much arsenical therapy, to try the Davis method 
of treatment (administration of ferric cacodylate and 
a thromboplastic substance). Germanin produced a 
slight improvement. 


A Case for Diagnosis. Presented by Dr. R. E. 
BARNEY. 


P. W., a girl aged 9 years, noticed a small red 
itching macule on the inner aspect of the right leg in 
June 1942. This gradually increased in size and turned 
brown in about four months. In October of the same 
year other lesions appeared one after the other. Except 
for the usual childhood diseases there have been no 
serious illnesses. She has not lost weight. A tuberculin 
patch test in March elicited a negative reaction. 

Involving the upper half of the inner aspect of the 
right leg are eight pea-sized to quarter-sized lesions. 
These vary from dark red to deep brown. They are 
covered with a slight scale and are only slightly 
infiltrated. A lesion on the inner aspect of the calf is 
the size of a quarter and made up of slightly elevated 
papules of the size of a small pea. This lesion appeared 
last and is the one from which a specimen was removed 
for biopsy. The borders of some of the lesions show 
telangiectases. 

The hemogram showed a relative lymphocytosis. 

Histologic examination revealed slight hyperkeratosis. 
There was a sharply defined infiltrate in the papillary 
layer of the corium made up of lymphocytes, plasma 
cells and fibroblasts. 

DISCUSSION 


Dr. H. N. Cote: I thought of a fixed drug eruption. 


Dr. J. R. Driver: I looked at the slide, and it 
looked to me like lichen planus. There was a cellular 
infiltrate in the papillary layer of the corium. Histo- 
logically it looked like lichen planus, but clinically the 
eruption is only suggestive of this disease. 

Dr. E. W. NETHERTON: I thought that the histologic 
changes were suggestive of lichen planus and also that 
a clinical diagnosis of lichen planus was justifiable. I 
have seen the same kind of lesions associated with 
typical papules of lichen planus. The lesions of this 
patient are annular, shiny and brownish red. The 
location is not unusual for lichen planus, a disease which 
is prone to have bizarre clinical manifestations. An 
interesting feature is the hemogram. The patient has 
a relative lymphocytosis. 

Dr. H. G. Misxy1tan: I do not think that histo- 
logically this can be called a case of lichen planus just 
because there is an inflammatory infiltrate in the super- 
ficial layers of the corium. The cells of the malpighian 
layer of the epidermis are normal, not swollen and 
cloudy, and the hypertrophy of the interpapillary pegs 
is not the same as in lichen planus. The epidermis is 
not particularly hyperplastic. There is no hyper- 
granulosis. The most important point against lichen 
planus is the composition of the cellular infiltrate in 
the corium, in which the number of lymphocytes is 
probably not more than 50 per cent. All the rest are 
histiocytes, polymorphonuclears and other types of cells. 
If there had been a few eosinophils, it would be possible 
to think of mycosis fungoides. I do not know what 
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“this is. It is an interesting and unusual erupt; 


AND SYPHILOLOGY 


histologically, I feel sure, it is not a lichen plan, 

Dr. E. W. Netuerton: There may 
morphonuclear infiltrate in lichen planus. 

Dr. H. G. MisKjIAN: My impression js ths 
sees mostly lymphocytes. 

Dr. C. L. Cummer: I am_ inclined 
significance of the blood count with skeptici 
think children are apt to have high lymphocyte 
I think it would be wise to check this at a | 


Dr. E. W. NETHERTON: Is there a hi 
recent illnesses ? 

Dr. R. E. Barney: Other than usual 
diseases there have been no serious illnesses, | 
the clearcut infiltration in the papillary area ; 
gestive of lichen planus, but I do not believe ¢ 
lymphocytic element is predominant enough ¢ 
with that picture. It is more of the natur 
productive infiltration. From the histologi 
tions and the relative lymphocytosis in the hemog 
the possibility of a lymphoblastoma suggests itsel; 


Pyoderma Gangrenosum. Presented by Dre. } 
BARNEY. 


R. B., a white man aged 24, has had three atta 
ulcerative colitis since December 1940. Accomy 
the second attack, he had “boils” on the poste 
surface of the right thigh, the right buttock an¢ 
great toe. These lasted about three days. Th 
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Pyoderma gangrenosum. 


attack of colitis began on March 1, 1943. On 
27, while he was in the hospital, a lemon-sized patti 
swelling appeared over the lateral aspect of the “ 
arm. About 10 cc. of pus was aspirated from this les 
It recurred in three days and healed after incision 4 
drainage. Shortly afterward two similar but sm 
lesions appeared on the lateral aspect of the right # 
These healed in five days after aspiration, incision # 
drainage. At about the same time a small “pimp 
developed on the outer surface of the right leg at! 
junction of the middle and lower thirds. This /é 
increased in size and about five days later it discha't 
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alm-sized area of skin sloughed off, leaving 
\Vithin a week two similar lesions appeared 
ior surface of the right leg and one on the 
iere has been little pain. 
is was controlled in three weeks. After a 
ers of the legs began to heal. They were 
rest in bed, hydrogen peroxide, sulfanil- 
ler and irradiation from an infra-red lamp. 
ent of scarlet red was applied. 
nt is a fairly well nourished, well developed 
lving the lateral aspect of the right leg at 
of the middle and lower thirds is a sub- 
purplish vegetating 


jammatory ulcer 2% 
4 cm.) in diameter. The base is bathed with 
ulent discharge, while the border shows 

healing. Just below the right knee is an 
5 by 3 cm., presenting a few pea-sized ulcer- 
3elow this is a palm-sized scar. On the 
il aspect of the left leg about its middle is 

8 by 4 cm., in the center of which is an ulcer 
liameter, with an arcuate border and a purplish 

vered with a serous discharge. On the lateral 

{ the left arm is a scar 2.5 cm. in diameter, in 

{ which is a sinus draining a serous material. 
Kline reaction of the blood was negative. Culture 
pus yielded Staphylococcus albus. The urinalysis 
normal results. A hemogram showed 3,850,000 

throcytes and 46,050 leukocytes per cubic millimeter. 

perature at this time was 38.8 C. (101.8 F.). 

lifferential blood count showed 79 per cent neutro- 

per cent lymphocytes, 3 per cent eosinophils 
cent metamyelocytes. 


DISCUSSION 
rk. H. J. Parkuurst, Toledo, Ohio: There is 
nething bizarre about the appearance of the lesions, 
feel, in view of the patient’s age, 24, that one 
have to entertain the possibility of dermatitis 


H. N. Core: I think that one should rule out 
ssibility that this is a bromoderma. 


There are 
gating sharply defined lesions on the shins. I did 
notice anything in the history of a search being 
bromides in the urine. I am somewhat 
ned to agree with Dr. Parkhurst that there is a 
ggestion of a factitial process. 
x. J. A. GAMMEL: There is a leukocyte count re- 
led of over 40,000. Was that repeated? 
Dr. R. E. BARNEY: When the leukocyte count was 
tormed, the patient had an elevation of temperature. 
uunts were made with essentially the same 


E. C. Stern: I have the same impression as 
hurst. One sees that the lesions on both arms 
led aiter incision, leaving a small scar without be- 
ming gangrenous. The ulcerations on the legs are of 
iferent type. They are deep, sluggish, gangrenous 
Lcers with sharply defined borders and little or no 
niammatory reaction of the surrounding tissue. 
Dr. H. A. Haynes Jr. Akron, Ohio: I do not 
leve that this is a case of pyoderma gangrenosum 
ause the areas are not undermined and rarely does 
sce hypertrophic granulation tissue built up as 
th these lesions. There is an associated colitis, and 
wonder whether the patient may have amebiasis 


Ur. Rk. E. Barney: Against the possibility that 
is ls a dermatitis factitia is the fact that the lesions 
while the patient was in the hospital under 
servation. The first lesion was on the arm and 


eveloped 
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appeared as an abscess, which was aspirated and from 
which 10 cc. of pus was obtained. The patient certainly 
could not produce an abscess. That lesion healed after 
it was incised, and a small scar remained. Lesions 
developed og the other arm, which responded to the 


same type of treatment. The lesions on the legs 


appeared rapidly as abscesses, and in a short time the 
tops sloughed off, leaving clearcut ulcers. He says 


that he has not taken bromides, but that does not 
entirely rule out the possibility. I think this is a 
typical case of pyoderma gangrenosum. 

Dr. J. R. Driver: Was any search made for amebas 
in the lesions? If amebiasis cutis can be ruled out, 
I favor a diagnosis of ulceration of the skin due t 


ulcerative colitis. Cases of this kind have been re- 


ported. 

Dr. R. 

Epitheliomatosis; Arsenical Keratosis; Psoriasis. 
Presented by Dr. R. E. Barney. 

A. S. N., a white man aged 46, states that he has 
had psoriasis for thirty-seven years. Ten years ago the 
lesion on the right side of the trunk was first noticed, 
beginning in a patch of psoriasis. About eight months 
ago a granulating “lump” appeared in the center of 
this patch. Twenty years ago a physician prescribed 
“black pills” for psoriasis. He took these intermittently 
for six months. <A year later an eruption appeared 
on the palms and soles. 

The patient is a well nourished, well developed blond 
man, who has psoriasis of the scalp, neck, elbows and 
legs. The palms and soles revealed translucent keratotic 
papules from the size of a pinhead to that of a small 
pea. In addition, on the trunk and extremities are 
numerous yellowish brown keratotic papules of similar 
size. Involving the right side of the chest, about 15 cm. 
below the axilla, is a 5.5 by 3 cm., roughly oval scaly 
patch with a fine threadlike border. In its center is a 
cherry-sized translucent granulating nodule. This lesion 
bleeds easily on manipulation. There is an atrophic 
scaly patch 2.5 cm. in diameter, somewhat similar to 
the one just described, on the upper portion of the 
back about 10 cm. to the right of the seventh cervical 
There is a pea-sized erosion on the left side 


E. BARNEY: Amebas were not found. 


vertebra. 
of the scrotum. 

The patient had been treated for a sore throat off and 
on for the past seven months. One month ago dit- 
ficulty in swallowing developed. 

A specimen for biopsy was removed from the lower 
border of the patch on the right side of the trunk so 
as to include normal skin, the threadlike border and 
the granulating nodule. The epidermis showed a 
moderate degree of hyperkeratosis. There were several 
areas of characteristic basal cell epitheliomatous de- 
generation, and at one end of the section there was 
superficial ulceration. There was an infiltrate in the 
papillary layer of the corium made up of lymphocytes 
and plasma cells. It was especially pronounced around 
the areas of epitheliomatous degeneration. Deeper in 
the corium there was a perivascular and periglandular 
infiltration similar to that described. 

Note.—Esophagoscopy on June 10, 1943 revealed a 
tumor involving the posterior wall of the esophagus 
extending from the cricopharyngeal constriction down- 
ward for a distance of 10 cm. Histologic examination 
of this tumor revealed a grade III squamous cell 
epithelioma. 

DISCUSSION 

Dr. J. A. GAMMEL: I have recently seen a similar 
case which took a rapid course. My patient responded 
to roentgen therapy for a time. Also a carcinoma 
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developed in the pectoralis major muscle, which was 
excised. He died as a result of the carcinoma. He had 
received arsenical therapy for a period of only six 
weeks. 

Dr. H. J. Parkuurst, Toledo, Ohio: # believe that 
superficial epitheliomatosis occurs chiefly in patients who 
have had psoriasis for years, and most of them have 
received arsenic at some time in the course of their 
disease. I believe it possible that the arsenic may play 
a part in the development of this epitheliomatosis. 

Dr. H. A. Haynes Jr. Akron, Ohio: What would 
Dr. Parkhurst consider a dangerous amount of arsenic 
in the treatment of psoriasis? 

Dr. H. J. PArKuHUurstT, Toledo, Ohio: It would vary 
with the individual patient. 

Dr. B. F. BARNEY, Columbus, Ohio: This does not 
occur only in patients with psoriasis. It occurs in other 
persons. Several years ago I had a patient who had had 
acne in his youth, and at 40 he still had it. He had 
epitheliomatosis, and I am sure that others have been 
seen in which neither psoriasis nor use of arsenic was 
necessarily precursory. 

Dr. H. N. Core: I think that we as physicians 
should never use the name “Fowler’s solution” before 
the patient. If we use the official name, it will not 
attract their attention. Just as sure as we use “Fowler’s 
solution,’ they will remember it, and they will go to a 
drug store and get it. Often that is what causes the 
trouble. 

Dr. E. W. NetHeErRTON: I think this case demon- 
strates the difficulties which may arise from the use of 
inorganic arsenic in the treatment of psoriasis. Psori- 
asis is a disease which as yet cannot be cured, and 
I believe that the benefit obtained does not justify the 
risk of administering arsenic to a patient with it. Cases 
of this type are not uncommon. It is unfortunate when 
this unfavorable result of arsenic medication develops. 

Dr. E. J. Arpay: I recently removed a 5 by 12 cm. 
epithelioma from a man’s abdomen. It was nodular 
and deeply ulcerated. I asked the patient, who was an 
intelligent person, why he had neglected a lesion like 
this for so long. He stated that his physician had told 
him many years ago that he had psoriasis and that 
there was nothing that could be done about it. He 
thought that this was a lesion of psoriasis. 

Dr. R. E. Barney: I think that the method of 
choice is excision and that the prognosis is good. As 
I understand it, the malignant degeneration of arsenical 
keratosis is of the basal cell type. 

Dr. E. J. Arpay: About five years ago I presented 
a patient with over fifty lesions of multiple epitheli- 
omatosis following psoriasis. One lesion was treated 
with roentgen rays, and all the rest were treated with 
solid carbon dioxide, with excellent results. 


Recurrent Syphilids Following Five Day Treat- 
ment for Seropositive Chancres. Presented by 
Dr. R. E. Barney. 


A. R., a Negro aged 25, states that two painless sores 
developed on the penis on March 16, 1943, three weeks 
after extramarital sexual exposure. He was seen in 
the differential clinic of St. Luke’s Hospital on March 
27, at which time a Kline test of the blood elicited a 
negative reaction. On April 1 he had an indurated, 
eroded papule of the size of a large pea with a serous 
discharge at the frenum and a similar lesion in the 
coronary sulcus on its dorsal surface. Treponema 
pallidum was demonstrated by dark field examination. 
There was also a bilateral painless inguinal adenitis. 


‘He was sent to the Cleveland City Hos; where 
Kline and Wassermann reactions of the bloog y, 
found to be positive and spirochetes again w 
covered from the lesions. A lumbar puncture yy 
normal fluid. He received 1.2 Gm. of mapharsm 
the intravenous drip method in five days. The », 
lesions had almost cleared when he finish<d his + 
ment but the inguinal adenitis remained. © Wace 
mann reaction of the blood on April 2. 1943 
strongly positive, but there was no penile lesion 
May 9 two penile lesions developed at the san, 
as before, and by May 17 there were eight lesions 


was seen again on May 22, when he pr: 
glass pinhead-sized to dime-sized, slightly p l 
durated, eroded papules with a serous discharge, 7: 
were situated at the frenum in the coronary syley 
on the under surface of the prepuce. Dark 
examination revealed Treponema pallidum. There 
a pea-sized to plum-sized, shotty, painless bilater 
inguinal adenitis. The trunk presented ; : 
pigmented macules and a sparse glass pinhea‘-sip 
inflammatory papular dermatitis. These lesions 
not interpreted as syphilitic. There were no lesions 
the mouth. The perianal region was clear. The gery 
physical examination revealed nothing abnormal! 

His wife had had vaginal bleeding off and on 
two years, varying from two weeks to a month. 
longest period of freedom from bleeding was : 
months. She showed a bilateral, painless, pea-siz 
olive-sized inguinal adenitis of two weeks’ duratiog 
The vaginal examination showed nothing abr 
except bleeding from the cervix. There were indefini 
glass pinhead-sized erosions on the left buccal mu 
and left border of the tongue. There was no erupt 
of the skin. The Kline reaction of the bl 
positive. 


DISCUSSION 

Dr. H. N. Core: This is apparently a tru 
currence. These penile lesions have come back on: 
same sites involved before. Of course, of the 
patients that Shoch and Alexander reported on 
three reinfections in a period of a year. But in \ 
of the fact that the lesions came in the same site 
the original primary lesion, I agree with the diagn 
of recurrence or relapse. Rattner, of Chicag 
treated about 453 patients with intravenous drip, 4 
a recent communication he told me that he has | 
having less recurrences recently, since he has 
injections of a bismuth preparation along with t& 
intravenous drip. 

Dr. R. E. BarNEy: What is to be done next? 
Wassermann reaction has remained positive tl 
out. I think that the possibility of reinfection can 
ruled out. I believe that it is a recurrent syphilic 
do not know whether the lesions are multiple chanct 
or papuloerosive secondary lesions, but I favor the latte 
explanation. Regardless of type, is it wise to repel 
intensive therapy? Or should use of mapharsen # 
bismuth three times a week be continued? It seem 
to be a virulent type of infection. 

Dr. H. N. Core: I think that there would be = 
harm in giving intravenous drip again. 

Dr. R. E. Barney: Do you not think that his w* 
should be treated intensively? 

Dr. H. N. Core: Yes. 


Dr. H. G. Misxj1an: This may be an arse! 


resistant syphilis. I have seen several such cases d 
years past. I think that for this reason it would ™ 


better to change the treatment and not give arse 
again. I suggest a trial of some other form o1 thet 
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SOCIETY 


H. Cote: There is another method which 
iployed. Dr. Robert Stecher might use 
rm ‘herapy on the patient, and then along with 
three syringe injections of arsenic could be 
Dr. Miskjian’s remarks are apropos. 

R 3ARNEY: Do you think that this is 

rsenic-resistant syphilis ? 

H. N. Core: I do not think that it is. How- 
imend the giving of injections of a bismuth 
is well as the intravenous drip treatment. 


ichen Striatus. Presented by Dr. E. W. NetHERTON. 


married woman aged 44, states that about 
igo she began to have periodic attacks of 
itching on the upper posterior surface of 
ght thigh. About a week later a red spot de- 
| within a day or so a bandlike eruption had 
sred and extended from the right buttock downward 
posterior surface of the thigh, calf of the leg 
rward to involve the whole lateral surface of the 
ot. She was impressed by the rapidity of de- 
ment of the eruption. Itching had remained but 
t been intense. 
here is a unilateral, linear, lichenoid, erythemato- 
mous eruption involving the right buttock, the 
terior surface of the right thigh and leg and the 
ral surface of the right foot. The lesions do not 
1 an uninterrupted band or streak, but instead there 
narrow, superficial, light red to yellowish pink, 
noth and scaly bands, papules and small plaques in 
ear formation. The scales are large, thick and 
erent. The papules are small and flat but are not 
ngular or umbilicated. The mucosa and the other 
taneous surfaces are free of lesions. Wickham’s 
triae are not present. 
\ punch biopsy performed on the lesion on the thigh 
wed the following changes: On the surface of the 
lermis there was a loosely packed hyperkeratotic 
le with a few small islands of parakeratosis. The 
nular layer was present but thin and interrupted. 
‘ere was moderate irregular acanthosis. There was 
ht intercellular and pronounced intracellular edema 
n the rete mucosa. Wandering cells were present in 
the most edematous areas of the epidermis. The basal 
layer was intact. The papillary and subpapillary layers 
wed. pronounced edema, dilatation of the blood 
els and loose perivascular lymphocytic infiltration. 
Nevus cells were not observed. The inflammatory 
nges did not extend below the subpapillary layer. 


\ histologic diagnosis of lichen striatus was made. 


W 


DISCUSSION 


Dr. H. N. Cote: I think that this is a remarkable 
f lichen striatus. 
Dr. E. W. NerHerton: I might add a few words 
garding the cases that were reported by Drs. Senear 
Caro (ArcH. Dermat. & Sypu. 48:116 [Jan.] 
41). They reported 10 cases of lichen striatus, and 
/ of the cases the disease occurred in children of 3 
1) years of age. The eruption occurred on the 
r extremities or on the neck. They did not observe 
ase in which the lower extremities were involved. 


h side of the neck. The eruption disappeared spon- 
usly in a relatively short time. 


Circumscribed Myxedema. Presented by Dr. R. E. 


BARNEY. 


K.. a Negro aged 54, was presented before this 
vear ago (ArcH. Dermat. & SypH. 47:425 


TRANSACTIONS 


eir cases the lesions were bilateral, involving > 


[March] 1943) with a diagnosis of circumscribed myx- 
edema. Some of the members favored a diagnosis of 
elephantiasis. Since that time there has been a gradual 
progression of the eruption, and now the papillary 
hypertrophy of the skin of the legs, especially above 
the ankles, is more pronounced. 
DISCUSSION 
Dr. R. E. Barney: I presented this patient last 
year with a diagnosis of circumscribed myxedema, but 
both Dr. Cole and Dr. Netherton thought the disease 
was a form of elephantiasis. The histologic changes 
in circumscribed myxedema show the myxomatous tissue 
occupying the entire corium. The biopsy specimen 
from this patient shows only a small zone in the corium 
just below the papillary layer which resembles myx- 
omatous degeneration. In this specimen the epidermis 
is acanthotic and there is widespread fibrosis in the 
corium with dilatation of the lymphatics. I now think 
this is a case of elephantiasis nostras. 


A Case for Diagnosis (Psoriasis, Aberrant Type?). 
Presented by Dr. Max E. Krause and (by invita- 
tion) Dr. H. N. Core Jr., and Dr. Ropert Corp. 


E. D., a white boy aged 13, presented from the 
department of dermatology and syphilology, Cleveland 
City Hospital, states that he was well until one year 
ago, when a slightly pruritic eruption developed on the 
left thumb; it gradually spread to involve the entire 
palmar surface of the left hand. Approximately one 
month ago the eruption spread to the other palm, then 
gradually extended up the arms and over the trunk 
and simultaneously appeared on the lower extremities 
and genitalia. 

There is a fairly symmetric erythematous, scaly 
eruption of the palms, arms, trunk and lower extremi- 
ties. On the palms the skin is thick, red and shiny 
and covered with adherent grayish white scales. Com- 
plete extention of the fingers is impossible owing to 
the contraction and fissuring of the skin. This erup- 
tion extends up the flexor surfaces of the arms, grad- 
ually fading into only an erythematous finely scaling 
dermatitis. On the abdomen the eruption is demar- 
cated. On the lower extremities it has a marmoraceous 
appearance. Two small scaling plaques are present on 
the left knee; otherwise the extensor surfaces are rela- 
tively free of involvement. The scalp presents an 
admixture of adherent yellowish gray scales and crusts. 

The axillary lymph nodes are enlarged but not tender. 
Otherwise the physical condition is essentially normal. 
The hemogram and urinalysis were normal. Serologic 
tests of the blood for syphilis gave negative results. 
Chemical examination of the blood showed 146 mg. ot 
cholesterol and 9.7 mg. of calcium per hundred cubic 
centimeters of whole blood. A roentgenogram of the 
chest revealed no abnormal mediastinal or pulmonary 
changes. 

Histologic examination of a section of skin taken 
from a lesion on the right wrist revealed slight hyper- 
keratinization with several areas of mild parakeratosis 
of the epidermis. The granular layer was present 
throughout, although in places it was much reduced. 
In one section both granular and horny layers were 
absent. The epidermis was slightly thickened and 
edematous, and the cells were not well defined. Sev- 
eral areas show altération cavitaire. The basal layer 
had lost its character, and the cells were edematous. 
The papillary pegs and papillae were irregular and in 
several places elongated. The corium was practically 
normal save for a small amount of perivascular cellular 
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342 ARCHIVES OF 
infiltration made up mostly of lymphocytes and a few 
polymorphonuclear cells. 
DISCUSSION 

Dr. H. J. ParKuurst, Toledo, Ohio: I thought 
that there was some resemblance to psoriasis, but I 
feel that it is not psoriasis because there were no 
sharply outlined patches. This is probably a case of 
congenital ichthyosiform erythroderma. It has predi- 
lection for the flexor surfaces, with redness and dryness. 

Dr. H. A. Haynes Jr., Akron, Ohio: I think it 
would be of interest to examine scrapings and possibly 
make a culture on Sabouraud’s medium. It made me 
think of a trichophyton infection. The hands have the 
somewhat glazed appearance. Some of the other lesions 
resemble moniliasis. 


Dr. H. N. Cote: Some of the lesions, on the hands 
particularly, make me think of pityriasis rubra pilaris, 
but I do not believe there is enough exaggeration of 
the openings of the hair follicle on the fingers and 
over the knees to justify that diagnosis. It is a rare 
and unusual eruption. 

Dr. J. R. Driver: I had the impression that Dr. 
Parkhurst did, that it is congenital ichthyosiform 
erythroderma. 


Dr. H. G. Misxjran: I first saw this patient in 
my office. At that time he had a mild scaling on the 
palm of one hand, with no redness whatever. It was 
just like a contact dermatitis, of which one sees numer- 
ous examples these days, and I did not in the least 
imagine it would turn into an eruption of this type. 
The second time I saw him was at the City Hospital, 
only about six weeks after my first examination, and 
the eruption had already attained its present extent 
and intensity. It must, therefore, have developed in 
a short time. In examining the lesions on the hands 
and forearms I would not hesitate to call this psoriasis. 
I may be wrong, but I scraped the lesions carefully 
and found all the characteristic layers that I had been 
taught to look for in psoriasis during my student days. 
The next thing was to explain the diffuse erythematous 
eruption on the chest and determine its relationship to 
psoriasis. This is what makes this case so interesting. 
I cannot call the superficial, dry, scaly erythema on 
the chest and trunk a form of psoriasis. Will it even- 
tually develop into a psoriasis or is it some other dis- 
ease? At present I cannot tell. 


- PHILADELPHIA DERMATOLOGICAL 
SOCIETY 


CarROLL S. WricHtT, M.D., Chairman 
CarRMEN C. Tuomas, M.D., Secretary 
Nov. 19, 1943 


Symposium on ocular syphilis, presented by the staff 
of the clinic for treatment of ocular syphilis of the 
Wills Hospital: Dr. Joseph V. Klauder, Dr. Marjory 
K. Hardy, Dr. John F. Wilson and Dr. George P. 
Meyer. 


The Psychic Reaction of the Patient to Blindness 
—a Blind Man with a “Seeing Eye” Dog. 


N. W., a Negro aged 37 years, has atrophy of the 
optic nerve as part of neurosyphilis of the tabetic type. 
When he was first seen in the clinic in 1934, the visual 
acuity was 2/60. The reactions of the spinal fluid 
to the usual laboratory tests were positive. The 


DERMATOLOGY 


AND SYPHILOLOGY 


Wassermann and Kahn reactions of the _ 
negative. Blindness rapidly ensued. He was yng 
to work six months after first coming t | 
Soon after the onset of blindness he became deprpecc.| 
On one occasion, when in a depressed state, he hel 
razor in his hand contemplating cutting his 
heard a voice stating that he was a coward and sho»! 
fight. He then experienced a “song in his heart” » 
he started to sing. His wife, hearing him, | 
the room and exclaimed that she did not know tha 
could sing. From that time apparently ther 
change in his personality and in his outlook op | 
He was no longer depressed. He sang daily and ear; 
money singing in night clubs, thus earning su 
pay his tuition in the school where blind persons » 
instructed to be accompanied by a dog. He is earning 
his living through the aid of his “seeing eye” dog, 4. 
is happy and talkative and accepts his blindness jp 
philosophic way. 


=>: 


DISCUSSION 


Dr. J. V. Krauper: I think that all good clin; 
should be interested in the reaction of the patient ¢ 
disease. We at the clinic have been interested in + 
state of near blindness dramatized by Kipling in “] 
Light That Failed,” personified by Captain Whalley i, 
Conrad’s “The End of the Tether” and by Ibsen’s liz 
Hedwig in “The Wild Duck.” What should be or 
attitude toward these patients? Should one advis 
struction in Braille before they become blind? H 
can one get them over the emotional reaction to blin 
ness? We have seen all varieties of reaction, fr 
jumping off the third floor fire escape to kneeling att 
cross. I am much interested in this type of patien 
Curious to learn what this man’s personality was 
he had normal vision, I endeavored to interview his y 
but failed. The woman who answered the I 
said she was his wife, but he told me she was not 
do not believe this patient is psychotic. I have be 
interested also from the viewpoint of the mystic 
If one should multiply the mental stimulus this rn 
experienced by a hundred or a thousand times, 
would perhaps approach the mystic state. Such perso: 
experience a tremendous stimulation; they hear a ¥ 
become transformed, become prophets and may influe 
the lives of many persons or change the course 
civilization. That is an interesting phase, but it get 
us away from ocular syphilis. 

Dr. N. R. IncRAHAM: Is it possible with any con- 
siderable number of these patients to have them accept 
the fact that they are going blind to the extent that 
they will try to do something about educating themselves 
in advance? The few that I have seen do not sets 
to wish to accept the fact until their vision is so reduct 
that it is no longer possible for them to educate then 
selves before they are blind. 

Dr. J. V. Krauper: A certain percentage are appar 
ently phlegmatic about it and do not react in the wa 
that some others do. We are not brutal enough to te 
them that they are going blind, but I think that as te 
impairment of vision progresses an intelligent patiett 
comes to the realization that he is becoming blind. 

Dr. Georce P. Meyer (by invitation): It might be 
pertinent to point out that age has something to 
with it. In young people one does not anticipate changes 
like that, because they may be arrested at some stagt 
and if the vision is adequate for routine school stuy 
they stay in routine classes and do not go to schools 
for the blind until their vision has gone so far that suc 
schools are the only recourse for them. In speaking & 
the older groups, why speak of training? I doubt ver! 
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hat a person past 50 is susceptible of a great 
cep 1). WetpMAN: Has Dr. Klauder found 
his patients were Christian Scientists and 
philosophy of Christian Science has softened 
t of going blind? Where ‘does one draw the 
etween mysticism and psychosis? In that connec- 
hould like to ask whether everything this patient 
.ys is true. Has it been checked? Does he 
co around to night clubs? 
Ds. J. V. K-aupeR: He is supposed to be on his way 
night club tonight, but I have not confirmed this. 
> not believe that he is lying. 
Freep D. WEIDMAN: You have had contacts over 
sod of years with 50 blind men. Is there any 
e that any of those 50 were Christian Scientists, 
ere they any more philosophic about their afflic- 
n others? 
Da. J. V. Krauper: I had 1 private patient who was 
Christian Scientist; he first came when he was almost 
but I think he had a philosophic attitude toward 


VUL 


blindness. 
Frep D. WEIDMAN: Do you think that a phy- 
s justified in recommending Christian Science to 
satient who is becoming blind? 
Dr. J. V. Krauper: A certain type of patient, yes. 


zpidly Progressive Atrophy of the Optic Nerve 
in a Patient with the Tabetic Form of De- 
mentia Paralytica. 


F, a Negro aged 40, was first seen in June 1941. 
had sudden loss of vision in the right eye three 
s previously. He denied knowledge of infection 
He had had no previous treatment and 


Sypnilis. 


mination revealed objective signs of tabes, the col- 
lal gold curve, however, being of the paretic type. 
re were no other symptoms suggestive of paresis. 
thalmologic examination revealed an occlusion of 
entral retinal artery in the right eye. The nerve 
| in the right eye was chalky white and in the left 

moderately pale. Both fundi showed arterial 
anges. The visual acuity in the right eye was hand 
vements, in the left eye 6/6—4. The perimetric 
i of the right eye revealed constriction to about 15 
grees. Despite routine treatment with arsenical and 
uth compounds, visual acuity in the left eye became 
rogressively worse. He was unable to work in Janu- 
ry 1942 and became blind about April 1942. Symptoms 
I paresis appeared in the summer of 1942. 


DISCUSSION 


DR, J. V. KLauper: It is generally stated that 10 to 
> per cent of blindness is caused by syphilis. I know 
no satisfactory study in which this percentage was 
roxen down to determine what ocular lesions of syph- 
were represented. All writers emphasize interstitial 
‘ratitis and optic atrophy of acquired syphilis as major 
auses, [ would estimate that these causes are repre- 
ftative of about 80 per cent of blindness caused by 
yphilis. What other lesions are represented? From 
study conducted in this hospital (Lehrfeld, L., and 
ross, E. R.: A Statistical Investigation of Syphilitic 
trophy of the Optic Nerve, Arch. Ophth. 18:666 [Oct.] 
°/) of 600 cases of atrophy of the optic nerve caused 
Y syphilis, 92 per cent were primary, 5.3 per cent were 
econdary to optic neuritis and 2.7 per cent were secon- 
I should place optic atrophy caused 


ary to choroiditis. 
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by tryparsamide after optic neuritis in frequency of 
ocular lesions of syphilis producing blindness. 

In the aforementioned study it was deplorable that 
64 per cent of patients were first seen with a visual 
acuity of 6/24 and less. There was an interval of 
eighteen months between the first appearance of im- 
paired vision and the administration of proper treatment. 
In one third of the patients, one year of these eighteen 
months was spent in visiting optometrists. 

It is unfortunate that treatment of atrophy of the optic 
nerve in the Negro becomes more difficult from the 
fact that he is usually immune to the tertian strain of 
malaria. Fever therapy by means of mechanical dia- 
thermy or by inoculation with a quartan strain of ma- 
laria is not easily available. This is a public health 
problem in which the department of health of every 
large municipality should be concerned. 

Dr. NorMAN R. INGRAHAM: I agree that it would be 
ideal if we could have a strain of quartan malaria, but 
the obstacles mentioned are the obstacles which have 
resulted in its not being used, namely, the small per- 
centage of “takes” and the prolonged incubation period. 

Dr. Morris Markowitz: Have you used mercury 
cyanide for primary atrophy of the optic nerve? It was 
used at the Graduate Hospital some years ago with 
partial success; a 1: 1,000 preparation was given intra- 
venously, 1 cc. weekly, for thirty to fifty injections. 

Dr. J. V. Ktauper: I have never used it, but I 
doubt that it has any status in treatment. 


Juvenile Tabes; Atrophy of the Optic Nerve; In- 
volvement of the Seventh Nerve. 


J. D., a white boy aged 11, was previously presented, 
at the meeting in February 1941. The diagnosis was 
juvenile tabes with optic atrophy. Visual acuity has 
remained the same—right eye 6/15 and left eye 6/30. In 
November 1942 weakness of the muscles of the left side 
of the face was first noted. This has become progres- 
sive. The patient now has peripheral left facial paralysis 
with retraction of the left angle of the mouth and con- 
traction of the left orbicularis oculi (on opening the 
mouth or biting). He has received a total of sixty-one 
injections of mapharsen, forty-nine of bismuth, and po- 
tassium iodide by mouth. The Wassermann reaction 
of the blood has remained positive, and the spinal fluid 
has always been negative for syphilis in all phases. 
Fever therapy is contraindicated on account of inter- 
mittent elevation of temperature caused by pyelonephritis. 


DISCUSSION 

Dr. J. V. Krauper: Nonne’s textbook (Syphilis and 
the Nervous System, Karger, Berlin, 1924) discusses 
involvement of the seventh nerve caused by syphilis. 
In no cases, however, did it occur in persons with con- 
genital syphilis. 

Dr. Frep D. WEIDMAN: How is the hearing on that 
side? 

Dr. J. V. Krauper: There is no gross impairment 
of hearing. 


Atrophy of the Optic Nerve; Jaundice Following 
Malarial Therapy. 

B. C., a white man aged 36, was first seen in May 
1942. The diagnosis was neurosyphilis of the tabetic 
type with bilateral optic atrophy. He had a chancre 
in 1930, for which he received 12 intravenous injections 
and 12 intramuscular injections. In April, 1942, he re- 
ceived 4 injections of tryparsamide. He first noticed 
impaired vision in the left eye in September, 1941. On 
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infiltration made up mostly of lymphocytes and a few 
polymorphonuclear cells. 


DISCUSSION 

Dr. H. J. Parkuurst, Toledo, Ohio: I thought 
that there was some resemblance to psoriasis, but I 
feel that it is not psoriasis because there were no 
sharply outlined patches. This is probably a case of 
congenital ichthyosiform erythroderma. It has predi- 
lection for the flexor surfaces, with redness and dryness. 

Dr. H. A. Haynes Jr., Akron, Ohio: I think it 
would be of interest to examine scrapings and possibly 
make a culture on Sabouraud’s medium. It made me 
think of a trichophyton infection. The hands have the 
somewhat glazed appearance. Some of the other lesions 
resemble moniliasis. 


Dr. H. N. Cote: Some of the lesions, on the hands 
particularly, make me think of pityriasis rubra pilaris, 
but I do not believe there is enough exaggeration of 
the openings of the hair follicle on the fingers and 
over the knees to justify that diagnosis. It is a rare 
and unusual eruption. 

Dr. J. R. Driver: I had the impression that Dr. 
Parkhurst did, that it is congenital ichthyosiform 
erythroderma. 

Dr. H. G. Misxjr1an: I first saw this patient in 
my office. At that time he had a mild scaling on the 
palm of one hand, with no redness whatever. It was 
just like a contact dermatitis, of which one sees numer- 
ous examples these days, and I did not in the least 
imagine it would turn into an eruption of this type. 
The second time I saw him was at the City Hospital, 
only about six weeks after my first examination, and 
the eruption had already attained its present extent 
and intensity. It must, therefore, have developed in 
a short time. In examining the lesions on the hands 
and forearms I would not hesitate to call this psoriasis. 
I may be wrong, but I scraped the lesions carefully 
and found all the characteristic layers that I had been 
taught to look for in psoriasis during my student days. 
The next thing was to explain the diffuse erythematous 
eruption on the chest and determine its relationship to 
psoriasis. This is what makes this case so interesting. 
I cannot call the superficial, dry, scaly erythema on 
the chest and trunk a form of psoriasis. Will it even- 
tually develop into a psoriasis or is it some other dis- 
ease? At present I cannot tell. 


- PHILADELPHIA DERMATOLOGICAL 
SOCIETY 


S. Wricut, M.D., Chairman 
CaRMEN C. Tuomas, M.D., Secretary 
Nov. 19, 1943 


Symposium on ocular syphilis, presented by the staff 
of the clinic for treatment of ocular syphilis of the 
Wills Hospital: Dr. Joseph V. Klauder, Dr. Marjory 
K. Hardy, Dr. John F. Wilson and Dr. George P. 
Meyer. 


The Psychic Reaction of the Patient to Blindness 
—a Blind Man with a “Seeing Eye” Dog. 


N. W., a Negro aged 37 years, has atrophy of the 
optic nerve as part of neurosyphilis of the tabetic type. 
When he was first seen in the clinic in 1934, the visual 
acuity was 2/60. The reactions of the spinal fluid 
to the usual laboratory tests were positive. The 
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Wassermann and Kahn reactions of the t we 
negative. Blindness rapidly ensued. He was ys 
to work six months after first coming to the ¢ 
Soon after the onset of blindness he became deprec 
On one occasion, when in a depressed state, he he! 


razor in his hand contemplating cutting his throat. } 
heard a voice stating that he was a coward and show 
fight. He then experienced a “song in his heart,” , 
he started to sing. His wife, hearing him, hurried ins 
the room and exclaimed that she did not know tha 


could sing. From that time apparently ther 
change in his personality and in his outlook on 
He was no longer depressed. He sang daily and ear, 
money singing in night clubs, thus earning sufficien: , 
pay his tuition in the school where blind persons 3, 
instructed to be accompanied by a dog. He is earning 
his living through the aid of his “seeing eye” dog. py 
is happy and talkative and accepts his blindness jy 
philosophic way. 
DISCUSSION 

Dr. J. V. KLauper: I think that all good clinicia; 
should be interested in the reaction of the patient ¢ 
disease. We at the clinic have been interested in } 
state of near blindness dramatized by Kipling in “7 
Light That Failed,” personified by Captain Whalley in 
Conrad’s “The End of the Tether” and by Ibsen's lit 
Hedwig in “The Wild Duck.” What should be one's 
attitude toward these patients? Should one ady 
struction in Braille before they become blind: 
can one get them over the emotional reaction to blin 
ness? We have seen all varieties of reaction, ff 
jumping off the third floor fire escape to kneeling at 
cross. I am much interested in this type of patien 
Curious to learn what this man’s personality was \ 
he had normal vision, I endeavored to interview his \ 
but failed. The woman who answered the 
said she was his wife, but he told me she was not 
do not believe this patient is psychotic. I have be 
interested also from the viewpoint of the mystic stat 
If one should multiply the mental stimulus this ma 
experienced by a hundred or a thousand times, 
would perhaps approach the mystic state. Such persor 
experience a tremendous stimulation; they hear a ¥ 
become transformed, become prophets and may influer 
the lives of many persons or change the course 
civilization. That is an interesting phase, but it get 
us away from ocular syphilis. 

Dr. N. R. IncRAHAM: Is it possible with any con 
siderable number of these patients to have them accept 
the fact that they are going blind to the extent tha 
they will try to do something about educating themselves 
in advance? The few that I have seen do not seen 
to wish to accept the fact until their vision is so re 
that it is no longer possible for them to educate the: 
selves before they are blind. 

Dr. J. V. Krauper: A certain percentage are appar 
ently phlegmatic about it and do not react in the wa 
that some others do. We are not brutal enough to t 
them that they are going blind, but I think that as t 


comes to the realization that he is becoming blind. 
Dr. GeorceE P. Meyer (by invitation): It might be 
pertinent to point out that age has something to © 
with it. In young people one does not anticipate changés 
like that, because they may be arrested at some stagt 
and if the vision is adequate for routine school stud) 
they stay in routine classes and do not go to schools 
for the blind until their vision has gone so far that sui 
schools are the only recourse for them. In speaking 
the older groups, why speak of training? I doubt ver) 
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person past 50 is susceptible of a great 


rainitis. 


WeEmpMAN: Has Dr. Klauder found 
any of his patients were Christian Scientists and 

- the philosophy of Christian Science has softened 
spect of going blind? Where‘does one draw the 
stween mysticism and psychosis? In that connec- 
1 should like to ask whether everything this patient 
true. Has it been checked? Does he 


1S 


club tonight, but I have not confirmed this. 

relieve that he is lying. 

Dp. Frep D. WEIDMAN: You have had contacts over 
sod of years with 50 blind men. Is there any 

that any of those 50 were Christian Scientists, 
ere they any more philosophic about their afflic- 
n others? 

]. V. Ktauper: I had 1 private patient who was 

ristian Scientist; he first came when he was almost 
but I think he had a philosophic attitude toward 


Vv. KLauper: He is supposed to be on his way 
t 


De. Freep D. WEIDMAN: Do you think that a phy- 
1 is justified in recommending Christian Science to 
satient who is becoming blind? 

Dr. J. V. Krauper: A certain type of patient, yes. 


zpidly Progressive Atrophy of the Optic Nerve 
in a Patient with the Tabetic Form of De- 
mentia Paralytica. 


Fa Negro aged 40, was first seen in June 1941. 
had sudden loss of vision in the right eye three 
s previously. He denied knowledge of infection 
syphilis. He had had no previous treatment and 
ther subjective symptom except impaired vision. 
smination revealed objective signs of tabes, the col- 
al gold curve, however, being of the paretic type. 
re were no other symptoms suggestive of paresis. 
phthalmologic examination revealed an occlusion of 

ntral retinal artery in the right eye. The nerve 
1 in the right eye was chalky white and in the left 

moderately pale. Both fundi showed arterial 
anges. The visual acuity in the right eye was hand 

ments, in the left eye 6/6—4. The perimetric 
lof the right eye revealed constriction to about 15 
grees. Despite routine treatment with arsenical and 
muth compounds, visual acuity in the left eye became 
rogressively worse. He was unable to work in Janu- 
ry 1942 and became blind about April 1942. Symptoms 
f paresis appeared in the summer of 1942. 


DISCUSSION 


: x. J. V. Krauper: It is generally stated that 10 to 
> per cent of blindness is caused by syphilis. I know 
no satisfactory study in which this percentage was 
roken down to determine what ocular lesions of syph- 
were represented. All writers emphasize interstitial 
fratitis and optic atrophy of acquired syphilis as major 
uses, I would estimate that these causes are repre- 
sntative of about 80 per cent of blindness caused by 
yphilis. What other lesions are represented? From 
study conducted in this hospital (Lehrfeld, L., and 
ross, E. R.: A Statistical Investigation of Syphilitic 
trophy of the Optic Nerve, Arch. Ophth. 18:666 [Oct.] 
*3/) of 600 cases of atrophy of the optic nerve caused 
¥ syphilis, 92 per cent were primary, 5.3 per cent were 
kcondary to optic neuritis and 2.7 per cent were secon- 
ary to choroiditis. I should place optic atrophy caused 
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by tryparsamide after optic neuritis in frequency of 
ocular lesions of syphilis producing blindness. 

In the aforementioned study it was deplorable that 
64 per cent of patients were first seen with a visual 
acuity of 6/24 and less. There was an interval of 
eighteen months between the first appearance of im- 
paired vision and the administration of proper treatment. 
In one third of the patients, one year of these eighteen 
months was spent in visiting optometrists. 

It is unfortunate that treatment of atrophy of the optic 
nerve in the Negro becomes more difficult from the 
fact that he is usually immune to the tertian strain of 
malaria. Fever therapy by means of mechanical dia- 
thermy or by inoculation with a quartan strain of ma- 
laria is not easily available. This is a public health 
problem in which the department of health of every 
large municipality should be concerned. 

Dr. NoRMAN R. INGRAHAM: I agree that it would be 
ideal if we could have a strain of quartan malaria, but 
the obstacles mentioned are the obstacles which have 
resulted in its not being used, namely, the small per- 
centage of “takes” and the prolonged incubation period. 

Dr. Morris Markowitz: Have you used mercury 
cyanide for primary atrophy of the optic nerve? It was 
used at the Graduate Hospital some years ago with 
partial success; a 1: 1,000 preparation was given intra- 
venously, 1 cc. weekly, for thirty to fifty injections. 

Dr. J. V. Kiauper: I have never used it, but I 
doubt that it has any status in treatment. 


Juvenile Tabes; Atrophy of the Optic Nerve; In- 
volvement of the Seventh Nerve. 


J. D., a white boy aged 11, was previously presented, 
at the meeting in February 1941. The diagnosis was 
juvenile tabes with optic atrophy. Visual acuity has 
remained the same—right eye 6/15 and left eye 6/30. In 
November 1942 weakness of the muscles of the left side 
of the face was first noted. This has become progres- 
sive. The patient now has peripheral left facial paralysis 
with retraction of the left angle of the mouth and con- 
traction of the left orbicularis oculi (on opening the 
mouth or biting). He has received a total of sixty-one 
injections of mapharsen, forty-nine of bismuth, and po- 
tassium iodide by mouth. The Wassermann reaction 
of the blood has remained positive, and the spinal fluid 
has always been negative for syphilis in all phases. 
Fever therapy is contraindicated on account of inter- 
mittent elevation of temperature caused by pyelonephritis. 


DISCUSSION 

Dr. J. V. Krauper: Nonne’s textbook (Syphilis and 
the Nervous System, Karger, Berlin, 1924) discusses 
involvement of the seventh nerve caused by syphilis. 
In no cases, however, did it occur in persons with con- 
genital syphilis. 

Dr. Frep D. WempMAN: How is the hearing on that 
side? 

Dr. J. V. Krauper: There is no gross impairment 
of hearing. 


Atrophy of the Optic Nerve; Jaundice Following 
Malarial Therapy. 


B. C., a white man aged 36, was first seen in May 
1942. The diagnosis was neurosyphilis of the tabetic 
type with bilateral optic atrophy. He had a chancre 
in 1930, for which he received 12 intravenous injections 
and 12 intramuscular injections. In April, 1942, he re- 
ceived 4 injections of tryparsamide. He first noticed 
impaired vision in the left eye in September, 1941. On 
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admission both optic nerves were pale. Visual acuity 
corrected in the right eye was 3/60 and in the left 6/12. 
Perimetric fields were full; there was a central scotoma 
in the right eye. The patient was inoculated with ma- 
laria in May 1942 and had 12 fever paroxysms ranging 
from 103 F. to 106 F. Following convalesence from 
malaria he received, from June 1942 to December 
1942, fourteen injections of neoarsphenamine (0.6 Gm. 
at each injection), eight injections of bismuth subsali- 
cylate in oil (2.5 cc. each injection), and nine Swift-Ellis 
subdural treatments. He left the city in December 1942 
and while absent had jaundice and fever and lost weight. 
On his return to the clinic in April 1943 arsenical treat- 
ment was withheld. Bismuth and subdural therapy were 
continued. The serum of another patient receiving 
arsenical therapy was employed for subdural injection. 
Visual acuity now is 3/60 in the right eye and 6/15 in 
the left eye. Perimetric fields are full. The central 
scotoma in the right eye is unchanged. The serologic 
reactions of the blood and spinal fluid are now negative; 
they were positive on his admission to the hospital. 
DISCUSSION 

Dr. J. V. Krauper: From studies conducted by 
Moore and his collaborators (Moore, J. E.; Hahn, 
R. D., and Woods, A. C.: The Treatment of Syphilitic 
Optic Atrophy, Am. J. Syph., Gon. & Ven. Dis. 26: 
407-473, 1942), it was concluded that subdural treatment 
by the Swift-Ellis technic should be abandoned. I do 
not think that a critical study of our case records of 
optic atrophy would support that statement. After all, 
if one removes that method of treatment from the thera- 
peusis of optic atrophy, there is little left, since a large 
percentage of the patients are not physically qualified 
for any form of fever therapy. 

Dr. GeorcGeE P. Meyer (by invitation): I made an 
analysis of some 40 cases a year or so ago for an 
ophthalmologic group and did not find pallor as the 
only symptom in any of the cases. In other words, I 
believe that the gross change indicated by the presence 
of pallor should be preceded by functional changes. 
Pallor is a late gross result rather than an early diag- 
nostic sign. If one were to depend on pallor as the 
guide post for the institution of treatment, it would be 
too late in the vast majority of cases. If the fields in 
these cases are studied carefully, not only as to form 
but as to color, I believe with few exceptions one would 
find that changes in the fields antedate pallor. In all 
textbooks one reads of exceptions to that rule, but I 
think that this is the current ophthalmologic opinion. 

Dr. CarMEN C. Tuomas: If form fields are normal, 
would you consider pallor alone a contraindication to 
the administration of tryparsamide? 

Dr. Georce P. MEYER (by invitation): I should 
want to confirm the normality of the fields. If the pa- 
tient had normal vision and [I thought the disks were 
pale, I would be so confused that I would have to re- 
solve that confusion by making quantitative perimetric 
color studies. If I found that all functional tests gave 
normal results I do not think there would be any contra- 
indication to the use of tryparsamide, because the only 
explanation of the pallor would be an anomalous color, 
probably normal for that person. It is known that 
disks vary in their redness; some look positively in- 
flamed and yet may be normal. There is a wide varia- 
bility in the normal range on the pink side. Of course 
the presence of pallor would make me proceed with 
tryparsamide with much trepidation. I would check up 
on the fields regularly and question the patient for any 
subjective symptoms he might have. I consider damage 
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to the optic nerve most certainly a contraidicatinn . 
the use of tryparsamide. 7 
Dr. NorMAN R. INGRAHAM: Why is that a cone 
indication ? 7 
Dr. Grorce P. Meyer (by invitation): | have yy 
had that question ‘asked before. I think the reac 
that damaged tissues are more susceptible to jpjy. 
li one uses tryparsamide and damage to the nervy. - 
sults, the nerve may recover; but if one barges abe. 
and gives more, blindness is certainly going to resi 
Occasionally, in giving antisyphilitic treatment ther. 
an increase in symptoms—what might be called a Her 
heimer reaction—but that does not interfere with 
continuation of treatment. I think experience bears 
that continuing the treatment in such cases does nop 


damage. But if one continues the use of tryparsamig 
in the presence of a damaged nerve, on 
blindness. 


Dr. Simon Katz: How much contraction: 

Dr. Georce P. MEyer (by invitation): Any cont: 
tion that leaves no doubt that damage has been ¢ 
would contraindicate tryparsamide. If I discovered 
5 per cent contraction in the field, I should not 
tryparsamide. 

Dr. THomMaAs BUTTERWORTH (Reading): How d 
treat the toxic amblyopia of tryparsamide here? 
another city I saw a man who had that, and he 
given enormous doses of vitamins A and B. 

Dr. J. V. Kitauper: That is in accordance witht 
studies of McDermott and his collaborators (Webs 
B.; Baker, R.; Lockhart, J.; Tompsell, R., and 
mott, W.: Nutritional Degeneration of the Optic Ner 
in Rats: Its Relation to Tryparsamide Amblyopia 
Pharmacol. & Exper. Therap. 77:24-39, 1943), wi 
prevented atrophy of the optic nerve in rats treate 
experimentally with pentavalent arsenic by giving t 
vitamins. I venture a guess that if one were to exan 
100 persons who had had tryparsamide at any per 
of their syphilitic treatment an appreciable percent 
would show a contraction of their fields, even thoy 
the treatment had been given years before without su 
jective symptoms. When a patient is first seen, it m 
be difficult to decide whether or not atrophy of the op 
nerve was caused by prior administration of trypar 
amide or by the neurosyphilitic process. 

Dr. IsADORE ZUGERMAN: How would the danger 
tryparsamide compare with that of any other pentava 
arsenic preparation ? 

Dr. J. V. KLAuper: I think that what has been « 
applies to any pentavalent arsenic preparation. 

Dr. Joun W. Lentz: Dr. Beerman and I hai 
short series of cases in which we gave _aldars 
(sodium methylenesulfonaminohydroxyphenylarsenaté 
persons with contracted fields from tryparsamide, 2 
2 of them have received forty injections without 2 
trouble at all, so far as we can tell. 

Dr. J. V. KLrauper: With no effect on the atro 
of the optic nerve? 

Dr. Joun W. Lentz: None, so far as the ophtta 
mologist can tell. We do not know what the result 
be as far as the syphilis is concerned. 


Stationary (?) Atrophy of the Optic Nerve © 
Fourteen Years’ Duration. 


N. M., a white man aged 52, was first seen in | 
He was treated in the ophthalmologic clinic for retin 
Visual acuity in the right eye was 6/10 and in the 
eye 6/10. The optic disks were paler than norma: 
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-imetric fields in 1929 can be found. He 
signs of tabes, and serologic reactions of 
spinal fluid were positive. From 1929 to 

ved thirty injections of an arsenical and 
jections of a bismuth compound. He 

ment from 1932 to 1939. In 1939 he com- 
ailing vision of seven months’ duration. 
th of isks were pale. The perimetric fields were 
ontracted to approximately 30 to 60 degrees in the 
my eve and from 30 to 50 degrees in the left eye. 

‘yal acuity in the right eye was 6/15 and in the left 

there .. 4/2]. He received malarial therapy and had six 

Her treatments. From 1939 to date he has received 

a «+, injections of a bismuth compound, twenty- 

arsenical injections and six Swift-Ellis treatments. 

at otic disks are still pale. The perimetric fields are 

me as in 1939. Visual acuity in the right 
is 6/2], with correction 6/6—2, and in the left eye 

1/30, with correction 6/21. 


DISCUSSION 


N dog Dr. J. V. Krauper: I think that ophthalmologists 
vere] .[aghould become more conscious of syphilis and syphilolo- 
not ssts more conscious of the ocular lesions of the disease. 
ther syphilologists should examine eyegrounds and 
e personnel of syphilis clinics be trained to conduct 
rimetric studies or an ophthalmologist should be in- 
uded in the staff of such clinics. Referring patients 
another clinic (opthalmologic) for such examination 
isually not satisfactory. 


McD ostneuritic Atrophy of the Optic Nerve in Con- 
genital Syphilis. 
pla \. D., a Negro girl aged 14, was first seen in March 
ufP9943. She had sudden onset of impaired vision of the 
eate ght eye in January 1943, and three weeks later of the 
\t the onset she had headaches. The Wasser- 
‘amis Pann reaction of the blood was strongly positive. The 
tic disks were pale, which was regarded as secondary 
optic neuritis. The visual acuity of the right eye 
as 2/60 and of the left 3/60. There was weakness of 
right and left external rectus muscles. The pupils 
@ere equal and regular and reacted to light. The biceps, 
iceps, patellar and Achilles reflexes were normal. A 
entgenogram of the skull and sinuses revealed no 
Examination of the spinal fluid gave normal 
sults in all phases. 
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venile Tabes with Rapidly Progressing Atrophy 
of the Optic Nerve. 


, a Negro girl aged 16, was first seen on June 
Two weeks previously she had struck her 
> door of an oven. The injury was appar- 
From that time vision rapidly diminished. 
nd of a week she could see only hand move- 
[here are no stigmas of congenital syphilis. 
pils are dilated and do not react to light. The 
and ankle reflexes are absent. The Wasser- 
.ction of the blood is strongly positive. The 
' the spinal fluid is positive in all phases. 
erves are white. Visual acuity in both eyes 
to hand movements only. 


1 


ve DISCUSSION 
‘ . KLAuDER: We are seeing too many juvenile 
h tabes and atrophy of the optic nerve. Our 
tinits Fest nt was aged 28 when he first noticed im- 
Years will elapse after successful opera- 
requiring premarital serologic tests before 


TRANSACTIONS 


345 


the atrophy of the optic nerve caused by congenital 
syphilis is abolished. 


Optic Neuritis Appearing During Antisyphilitic 
Therapy. 


M. H., a white man aged 20, was first seen in April 
1943. He had impaired vision of both eyes of three 
weeks’ duration. He had no knowledge of a syphilitic 
infection. The Wassermann reaction of the blood was 
found positive on routine examination for military ser- 
vice. He received ten injections of a bismuth compound 
and thirteen injections of mapharsen. This treatment 
was continuous up to the time of impaired vision. On 
admission, visual acuity of the right eye was counting 
fingers at 2 feet (60 cm.); of the left eye, 1/60. There 
was pronounced congestion of both disks with obscura- 
tion of details. There was no swelling or exudate. 
Other than impaired vision, there were no subjective 
symptoms. The Wassermann reaction of the blood was 
strongly positive. The reaction of the spinal fluid was 
negative in all phases. Arsenical and bismuth therapy 
was continued, potassium iodide also being administered. 
The congestion of the disks gradually disappeared. Both 
disks now show temporal pallor. The perimetric fields 
are full. Visual acuity is 6/21 in each eye. 


DISCUSSION 


Dr. J. V. Kiauper: This is an interesting case. It 
is to be noted that the optic neuritis was not a symptom 
of a neurorecurrence. Is its pathogenesis comparable 
to the ninth day erythema of Milian? Is it an expres- 
sion of neurosyphilis despite the fact that the spinal fluid 
gives a negative reaction for syphilis? I am not willing to 
attribute optic neuritis to syphilis unless it is associated 
with symptoms of neurosyphilis, especially of the acute 
meningeal type, appearing in early syphilis and accom- 
panied by a positive spinal fluid. Other writers are not 
of this opinion. For example, Woods (Syphilis of the 
Eye, Am. J. Syph., Gonor. & Ven. Dis. 27:133-186, 1943) 
has stated that optic or retrobulbar neuritis may be 
present without clinical or serologic evidence of acute 
meningeal syphilis. In such an event, how can one be 
certain that the process is caused by syphilis? It appears 
to me that this implies a localized form of neurosyphilis. 
I do not believe that such form is seen in the clinical 
domain of neurosyphilis. 


Interstitial Keratitis— Recurrence in the First 
Eye Without Involvement of the Second Eye. 


C. S., a white man aged 37, was first seen in De- 
cember 1938, with active interstitial keratitis affecting 
the left eye. At that time alternating courses of neo- 
arsphenamine and bismuth subsalicylate were given, 
until a total of thirty injections of the arsenical and 
sixty injections of bismuth was administered. This 
formula of treatment was completed in April 1941, at 
which time visual acuity in the left eye was 6/15 + 2 
and in the right eye 6/9 + 2. In September 1943 the 
left eye became irritable and the cornea hazy. The 
clinical diagnosis of interstitial keratitis was confirmed 
by slit lamp examination. The right eye has never 
become involved. The Wassermann reaction of the 
blood at the time the patient was first seen was negative, 
and it has remained negative. The patient’s mother 
has a positive Wassermann reaction and is receiving 
treatment in another hospital. 


DISCUSSION 


Dr. J. V. Krauper: Recurrence of interstitial kera- 
titis after supposedly adequate treatment raises the 
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question: Was the treatment adequate or is interstitial 
keratitis solely a syphilitic disease? This recalls an 
occasion when I made ward rounds with Nonne at the 
Eppendorf Hospital, in Hamburg. After he had shown 
me a patient, I remarked, “That would not have hap- 
pened if he had had adequate treatment”; and Nonne 
replied, “What is adequate treatment?” That applies, 
I think, to the whole question of the treatment of 
syphilis and perhaps to the therapeusis of any disease; 
what is adequate for one is not adequate for another. 
For this patient I predict that the second eye will 
eventually become affected. The longer one observes 
these patients the greater is the incidence of involvement 
of the second eye. 

Dr. Frep D. WermpMan: Was he proved to be 
syphilitic ? 

Dr. J. V. Krauper: His mother is syphilitic. She 
is receiving treatment at another hospital. He has the 
facies of congenital syphilis. The negative Wassermann 
reaction correlates with his age. The older the patient, 
the greater the incidence of negative serologic reactions 
of the blood; the younger the patient and the more 
active the disease, the greater the likelihood of positive 
reactions. The nearest approach to 100 per cent is an 
acute attack in a child. (Klauder, J. V., and Vandoren, 
E.: Interstitial Keratitis— Standardization of Treat- 
ment, Ven. Dis. Inform. 22:307-322, 1941.) 

Dr. Frep D. WEIDMAN: What are the statistics as 
to the causes of interstitial keratitis other than syphilis? 

Dr. GeorceE P. Meyer (by invitation): Frankly, I 
do not believe that in all cases an accurate differential 
diagnosis can be made. There are other causes for in- 
terstitial keratitis, the chief of which is tuberculosis; 
and there are some ophthalmologists, like Dr. Cowen, 
who feel sure that they can make a positive diagnosis 
of syphilitic keratitis in contradistinction to tuberculous 
keratitis. Most of us recognize the common manifesta- 
tions of syphilitic interstitial keratitis and can make the 
diagnosis, but I do not believe that a hard and fast 
differential diagnosis can always be made. I believe 
with Dr. Klauder that in the vast majority of cases 
interstitial keratitis is of syphilitic origin. I am speak- 
ing of diagnoses both by gross examination and by slit 
lamp. 

Dr. NorMan R. INGRAHAM: How would you go 
about making a differential diagnosis? Would you use 
the slit lamp, or what other means of differential diag- 
nosis would you use? 

Dr. Georce P. MEYER (by invitation): Dr. Klauder 
was speaking of gross examination with direct illumina- 
tion in contradistinction to illumination with the slit 
lamp. Other than that there are no methods of diag- 
nosis. If a patient is tuberculous, with a positive Man- 
toux reaction, the interstitial keratitis may be regarded 
as tuberculous; one may say that the person is tuber- 
culous or syphilitic, but the presence of either disease 
does not prove that it is the cause of the interstitial kera- 
titis. My chief, Dr. Adler, and I were interested in the 
question of differential diagnosis, and, granted that prac- 
tically 100 per cent of the urban population have a 
tuberculin sensitivity, of what value is a Mantoux test? 
We felt that if we did a Mantoux test and the lesions 
were tuberculous, we could demonstrate a higher degree 
of sensitivity than in the average person. This in our 
experience proved to be clinically true. 

Dr. NorMAN R. INGRAHAM: Is it advisable to treat 
a syphilitic interstitial keratitis? 

Dr. J. V. Krauper: The nonsyphilitic type of inter- 
stitial keratitis responds to fever therapy. I think Dr. 


Ingraham in his first question was referring mp, 
the gross appearance—the mutton fat dep: 
supposed to be distinctive of tuberculous |} tj 

Dr. Georce P. Meyer (by invitation Muttos 
deposits are deposits of uveal exudate that form om « 
surface of the cornea. They are not characteric. 
keratitis. That is a part of the picture { 
from keratitis. In true keratitis one n 
these deposits. In tuberculous disease tl 
most apt to take the mutton fat form, but t 
establish the diagnosis of keraitis. It esta 
disease. 

Dr. J. V. Kiauper: Perhaps Dr. Ingraham | 
mind the location of the deeper vessels i: 
keratitis. 

Dr. GeorcE P. MEYER (by invitation): When ty 
brushlike vessels are observed, that is pract ally dige 
nostic of syphilitic infection; but that is talking of thins 
past and gone. But in the early stage, 


difficult. Slit lamp examination performed by an « al 
together with the characteristic clinical findings, of 
the best chance of an accurate diagnosis. 


Chorioretinitis of Congenital Syphilis. 


D. E., a white woman aged 24, first visited th 
in 1930, complaining of poor vision since 2 years 
She had stigmas of congenital syphilis. The Wass 
mann reaction of the blood was strongly positive, 
Wassermann reaction of her mother was strongly ; 
tive, but those of an older brother and a younger sise 
were negative. Examination of the fundus of t 
eye revealed that the media were clear. The ¢ 
was somewhat pale and covered with connective tiss: 
There was pronounced vascular sheathing about t 
vessels leaving the disk. There was diffuse pigment 
disturbance particularly in the periphery, giving : 
appearance of the salt and pepper fundus. Pigmentr 
changes were present around the macula. In 1 
eye the media were clear. There were dif 
scattered deposits of pigment throughout the fu 
which did not follow a vascular distribution 


deposits were not of the lacy type seen in retinitis py: 


mentosa. Pigmentary disturbance in the region 
macula could account for loss of vision. There weres 


isolated chorioretinal atrophic areas surrounded by pi 
ment. Visual acuity of the right eye was 6/60, wit 


correction, 6/6; of the left eye, 6/60, with correct 
6/30. Arsenical and bismuth therapy was given é 
intervals for two years. The appearance of the im 
and the visual acuity have remained unchanged. 
Wassermann reaction of the blood is negative. 


DISCUSSION 
Dr. J. V. Ktauper: About 10 per cent of pers 


with congenital syphilis have peripheral chorioret 
which persists throughout life. Routine fundus exam 


tion may therefore be of diagnostic help in the cima 


study of a patient the Wassermann reaction o! \ 
blood is positive. Choroiditis does not often inva" 
the region of the macule or cause secondary at! 
the optic nerve. I do not regard it as an 1 
cause of blindness, but I give it fourth or fiith plac 
my impression of the ocular lesions of syphilis ' 
cause blindness. 


Syphilitic Iritis—Incidence; Fever Therapy 
Herxheimer Reaction as a Diagnostic Alc 


Incidence —The following data were compiled by 
M. K. Hardy from case records of patients wo ™ 
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dary eruption were still present. 


al in 72.2 


lylomas. 
papular type. 
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of syphilis in various stages of the in- 
patients were studied either by her or 


Syphilis: Of 79 patients (all males) who 
‘e observed in the presecondary stage of 
had iritis. 
and Late Secondary Syphilis: 
cent of whom were Negroes, 


Of 111 pa- 
4 had iritis 


‘lis: Of 86 patients with lesions of late 
ing the skin, mouth, throat or bone, none 


atients with iritis regarded as caused by 
re were 12 males and 6 females; 14 were 
The youngest was 18 years of age; the oldest, 
was observed in these patients in the late 
stage, usually when retrogressing lesions of 
There were 
ns. One patient had leukoderma; the other 
In 7 (all Negroes) the eruption was 
Of the 18 patients, the iritis was 


72.2 per cent and bilateral in 27.8 per cent. 


r Therapy.—G. M. S., a Negress aged 23, when 


r eruption and condylomas. 


in March 1943, had an acute iritis of the 
f one month’s duration. She also had mucous 
ukoderma of the neck, pigmentary remains 
The Wassermann 


the blood was strongly positive. She had 


no treatment prior to coming to the clinic. 


eatment consisted of fever therapy only—four 


us injections of pyrifer (a colon bacillus vac- 
‘or producing artificial pyrexia) administered every 


iy. 


The peak temperatures resulting from these 
were 104 and 103 F. Following this treat- 
uth and arsenical therapy was _ instituted. 


was an appreciable improvement of the iritis 


ir hours after the first injection of pyrifer and 


improvement after completion of fever therapy. 


of inflammation in the affected eye. 


ALi 


there was no 
Slit lamp 


later on gross examination 


m on the twelfth day showed that the cornea 


is fairly clear, the aqueous fluid clear and no turbidity 


no cells present. 


This was in contrast with the 


ns observed on slit lamp examination before 


¢ 


Lt 
> |} 


tr 
lal 


€v10 


rrect} 


4 


apy. 


It was our impression that the iritis 


sed more quickly than in patients treated only 
ismuth and arsenic. 


heimer Reaction—W. C., a white man aged 63, 
as first seen on Sept. 15, 1941, with bilateral plastic 
The onset occurred in the right eye two months 


usly. 


with correction 6/12 + 2; of the left eye, 6/30, with 


n 


r lesions; 
ermann reaction of the blood was strongly 


ited. 


Visual acuity of the right eye was 6/15—2, 


also 6/30. He presented a macular syphilid 
gressing stage with some pigmentary remains 
there was no evidence of a chancre. 
all dilutions. The patient had previously 
mine whether or not aggravation of inflam- 
mptoms occurred after injection of neo- 
a large dose (0.6 Gm.) was purposely 
Slit lamp examination made before and 

rs after injection was reported as follows: 
Examination Before Injection (Sept. 16, 
Right Eye: There is generalized faint 

the cornea, with a few wrinkles in Des- 
brane. There are a large number of old 
| active corneal precipitates on the posterior 
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The 


cells. 


surface of the cornea. aqueous is slightly turbid 
and contains The iris is somewhat dull. 
There are pigment granules on anterior capsule of lens. 
The lens is clear, and there are no nodules on the iris. 

“Left 
synechia at 6 


several 


The cornea is moderately hazy, with a 
o'clock. The aqueous is turbid, with 
numerous active corneal precipitates on the posterior 
surface of the cornea. The iris is dull and edematous. 
There is considerable pigment on the anterior capsule 
of the lens. The lens itself appears clear. There are no 
nodules on the iris. 


Eye: 


“Slit Lamp Examination Eighteen Hours After In- 
jection—There is an increased haziness of the cornea 
The corneal precipitates are more pronounced, and there 
are more cells in the aqueous.” 

Examination twenty-seven hours later showed that 
the aqueous of the right eye was slightly clearer, with 
only an occasional cell; the left eye was unchanged. 
Two weeks later slit lamp examination revealed that 
both eyes were decidedly improved. Six weeks later, 
examination revealed no inflammatory activity and the 
cornea and aqueous fluid of both eyes were clear. There 
was an old posterior synechia in the left eye. Prior to 
this examination the patient had received six injections 
0.6 Gm. neoarsphenamine administered at weekly 
intervals. A soluble bismuth compound was given con- 
jointly with the first two injections of the arsenical. 


ot 


Now the visual acuity is: right eye, 6/21, with cor- 
rection, 6/6; left eye, 6/21, with correction, 6/6. The 
patient has about completed the quota of treatment for 
early syphilis. Serologic tests of the blood and spinal 
fluid elicited negative reactions. 


Iridorecurrence Resulting in Loss of Vision. 


J. W., a white man aged 25, had a genital lesion in 
September 1939, which persisted for three weeks. He 
received five intravenous injections at weekly intervals 
and then lapsed treatment, the last injection being in 
early October. He first visited this clinic on Nov. 20, 
1939. The left eye had become inflamed two weeks 
previously and the right eye approximately ten days 
later. He presented bilateral iritis, which was more 
severe in the left eye. There was a nodule in the right 
iris. The Wassermann reaction the blood was 
strongly positive. There was no evidence of secondary 
syphilis. Visual acuity of the right eye was 5/60; 
the left eye, counting fingers at 6 feet (183 cm.). The 
patient was hospitalized for one month. Treatment 
consisted of weekly injections of 0.4 Gm. of neoarsphen- 
amine. A soluble bismuth compound was given con- 
jointly with the arsenical for five consecutive injections. 
After receiving eight injections of neoarsphenamine, he 
lapsed treatment in January 1940. At that time the 
iritis of the right eye had retrogressed. The left eye 
showed disorganization of the iris with considerable 
atrophy of the stroma; there was a membrane extending 
from the iris to the anterior capsule of the lens, and 
there were deposits on the posterior surface of the lens 
with loss of vitreous architecture. The patient returned 
to the clinic in October 1940, with recurrence of in- 
flammation in the left eye—acute anterior uveitis. He 
has since attended regularly and has received the quota 
for syphilis. tests of the blood and 
spinal fluid for syphilis elicited negative reactions. The 
leit eye is now enlarged, with increased finger tension. 
The iris is atrophied, with numerous posterior synechiae. 
The anterior capsule is thickened and opaque. The diag- 
nosis is secondary glaucoma. The visual acuity 
The visual acuity of the right eye is 6/9 + 4. 


of 


early Serologic 


is nil. 
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DISCUSSION 


Dr. J. V. Krauper: I think the best criterion that 
iritis is caused by syphilis is its appearance in the early 
stage of the disease or in the time period during which 
late secondary mucocutaneous lesions may appear. I 
am skeptical of syphilis as the cause of iritis appearing 
in the late stage of infection. Some ophthalmologists 
believe that the presence of a positive Wassermann 
reaction suffices to warrant the diagnosis of syphilitic 
iritis. Is not that comparable to diagnosing an eruption 
as syphilitic or a pain in the stomach as of syphilitic 
causation if the patient has a positive Wassermann 
reaction of the blood? It is interesting to note that 
Guyton and Woods (Etiology of Uveitis, Arch. Ophth. 
26:983-1013 [Dec.] 1941) have expressed themselves 
as regarding uveitis appearing in late syphilis as of 
syphilitic causation if there is a favorable response to 
antisyphilitic treatment. One may ask what is the cri- 
terion of a favorable response? Evaluation of the 
therapeutic test is difficult in ocular lesions. One sees 
considerable improvement after dilation of the pupil in 
the absence of any treatment. Moreover, there is 
apparently a nonspecific effect of antisyphilitic com- 
pounds on inflammatory ocular lesions. Mercury has 
long been used for this effect. In order to establish a 
criterion, we are determining whether the Herxheimer 
reaction is of diagnostic significance and also the amount 
of antisyphilitic treatment that is required to result in 
disappearance of all inflammatory symptoms, as studied 
by slit lamp examination, in patients with iritis asse- 
ciated with lesions of late secondary symptoms. 

Perhaps a pathologic visualization by Dr. Weidman 
would be helpful. What are the chances of an ulcerative 
or destructive type of ocular lesion in late syphilis as 
opposed to an acute exudative type of lesion—for ex- 
ample, the acute inflammation of iritis in early syphilis 
versus a gumma of the iris or ciliary body in late 
syphilis ? 

Dr. Frep D. WEIDMAN: You are appealing to me 
as a general pathologist, and the answer is that a general 
pathologist just does not see such lesions. A pathologist 
is supposed to be most useful from information he gains 
at the necropsy table. It is my personal experience that 
such patients simply do not appear at the necropsy 
table or if they do, perchance, not often enough for 
anybody to form an opinion. Accordingly, I can come 
to an opinion only on the basis of general principles in 
pathology. Now, in the final analysis, what one regards 
as an acute iritis clinically will be regarded as such 
largely on the basis of congestion and exudation. For 
the eye, these phenomena could occur in the “chronic” 
as well as in the “acute” stage of syphilis. That is, the 
lesion is acute in terms of pathologic processes and to 
all intents and purposes is occurring in what is re- 
garded as the chronic stage of the disease—chronic in 
point of time. The general pathologist insists on dis- 
tinguishing between “point of time” and “pathologic 
processes” when he is discussing “acute” and “chronic.” 
Now, that is the situation, I should say, in which a lesion 
of late syphilis as seen in a place like the eye, where 
it can be checked by direct inspection, would exhibit 
the reactive phenomena which ordinarily would be re- 
garded as acute; the relatively minor congestion con- 
cerned in a gumma could, in a place like the loose tissue 
of the iris, result in exudation. Accordingly, I should 
say that in spite of the fact that syphilitic iritis can 
occur in the fourth month or the eighth or eighteenth 
year of syphilis, the gross morbid expressions could be 
viewed as what one commonly regards clinically as an 
acute inflammatory reaction. 
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Gumma of the Orbit. 


M. W., a Negro woman aged 52, con 
nonpainful swelling of the right eye of 
duration. She presented an obvious prot * 
right eye, apparently caused by a retrobulbar « 
There were no signs of inflammation, no ten‘ernes -. 
no pain. The right upper lid was ptosed. 1e leit 
was normal. The exophthalmometer reading 
right eye was 27; that of the left eye, | She 


pupillary abnormalities and other neurologic sign: , 
neurosyphilis. The temporal side of each optic disk y 
pale. Visual acuity of the right eye was 6/9 


eye 6/21. The perimetric field of the right eve was i 
the field of the left eye revealed constriction or 
poral side to about 40 degrees. The Wassermann re 
tion of the blood was strongly positive, and the ox 


Gumma of orbit. 


fluid was positive in all phases. A roentgenogram of 
skull revealed no abnormality. Treatment was initize 
with injections of a soluble bismuth compound and on 
administration of potassium iodide. Later 0.2 Gm 

neoarsphenamine was given. This dose was graduall 

creased. There was a prompt improvement after tre 
ment. The exophthalmos and ptosis gradually ¢ 
appeared. In August the swelling was gone and the 

was no longer ptosed. The exophthalmometer readiz 
was 20 in both eyes. 


DISCUSSION 

Dr. Georce P. MEYER (by invitation): The dia 
nosis of gumma is a presumptive one. I think it ¢ 
serves presentation and emphasis in view of the rant 
of the condition. I should like to know whether any ot 
else has seen anything like it. 

Dr. J. V. KLaupeEr: It is the first example we lu 
seen of gumma of the orbit since this clinic was start 
fourteen years ago. We have seen many instances ( 
swelling, for which we administered the therapeu 
dose without success, but this is the first case in \ 
it disappeared after treatment. I think that is ag 
indication that it was syphilitic. The patient has neu 
syphilis. I think a therapeutic test is the only me 
of making a diagnosis. 

Dr. IsapoRE ZUGERMAN: It is interesting that: 
this patient blindness did not develop because of pv 
sure. Recently I had a case of cavernous sinus thr 
bosis with exophthalmos, and the patient became bis 

Dr. J. V. KiaupEer: Apparently there was no prt 
sure. There was no evidence of choked disk. It dids 
appear to exert pressure on the optic nerve. 


Xanthomatosis, Juvenile. Presented by Dr. 
ScHILDKRAUT (Trenton, N. J.). 


J. M., a white boy aged 10 months, presents numer) 
pea-sized to quarter-sized reddish yellow 
Some of the lesions are rounded, but most are ™ 
round or oval elevations. They are present on™ 
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J. M. (Trenton, N. J.): 
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neck and head, behind the left ear, on 
n a grouped arrangement on the lower 
bdomen and right thigh. Several are 
back and buttocks. The tumors have 
e growth of the child but have become 
disease began when the child was about 
ve with the development of small yellowish 
sered on the face, chest, lower part of the 
tocks and limbs. The child’s father has 
- syphilis. The physical examination of 
ws nothing abnormal, and his general 
s excellent. 
sterol content of the blood was 375 mg. 
urinalysis were normal. A roentgenogram 
lid not show rarefaction. The patient has 
fat-free diet, with practically no change. 


SION 


D. WempbMAN: I think we were all struck 
vellowness of these lesions; the fat content must 
eedingly high in them. I was also struck by the 


DISCUS 


Biness of the baby, and of course all of us realize the 
ficulty in treating such patients in that we must in- 
sire into the subtler internal medical connections. I 

iid sav that the first avenue of approach would be 


rine glands, investigating them from any angle 

The thyroid in particular would be the first 
be considered in the attempt to find whether some 
of these glands might be hit on which was upsetting 
general balance between the various endocrine 
ands. I should say that the studies in relation to the 
yroid and after that random experiments in therapy, 
rhaps of the adrenal glands and the gonads, would 
I do not think this is an instance 
in the 


1 


the line to follow. 


the nevoxanthoendothelioma of McDonough; 


Mscs he recorded the lesions were on the face more 


rticularly. The xanthomatous lesions in Hand-Schiiller- 
ristian disease occur on the face particularly. 
The child 


Ms been on a nonfat diet and seems to be thriving just 


Mm 1936 to 1940, 


Frep D. WEIDMAN: 


skim milk. He is gaining. He is not receiving any 
imal food. Physically he seems to be in good con- 
ion; there are no cardiac symptoms and no enlarge- 
pnt of the liver or spleen. How would Dr. Weidman 
about studying the endocrine glands? 
I should study hepatic func- 
bn in particular; the adrenal glands and the liver are, 
ourse, the main organs of cholesterol metabolism. 
adrenals are more difficult to study clinically. I 
ild perhaps investigate the blood pressure, but par- 
larly I should study the hepatic function and the 
roid glands. 
anthoma Tuberosum Multiplex. Presented by Dr. 
Morris MARKOWITZ. 


presented numerous 
firm and elastic, on 


L., a Negro man aged 335, 
pea-sized yellow nodules, 

b clbows, thighs, knees and buttocks. On the palms 

rmal furrows are chamois-colored, somewhat 

vated bands. The patient was treated for syphilis 

The present condition began 

tely ten months ago on the elbows and spread 
regions of the body. 


mb! int on Sept. 19, 1943 revealed 76 per cent 


Bex 1.0, and 7,250 leukocytes, 


3,740,000 erythrocytes; color 
with 4 per cent stab 
ms, OS per cent segmented forms, 24 per cent lympho- 
cent eosinophils and 1 per cent basophils. 
ination of the blood chemistry on the same 
sugar, 74 mg. per hundred cubic centi- 


10.5 Gm.): 
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meters; urea nitrogen, 14.3 mg., and creatinine, 1 mg. 
The cholesterol content of the blood plasma was 375 mg. 
per hundred cubic centimeters and of the whole blood, 
300 mg.; the cholesterol ester content of the whole 
blood was 195 mg. The Wassermann reaction of the 
blood on September 22 was negative. 

The report of the biopsy was as follows: The epi- 
dermis appeared normal. The corium showed an 
irregular nodule composed of proliferating fibrous con- 
nective tissue in which there were interspersed small, 
irregular clumps and strands of large foam cells which 
had an abundant finely granular eosinophilic cytoplasm 
and eccentrically placed large ovoid nuclei. Indistinct 
multinucleated giant cells (Touton cells?) were present. 


DISCUSSION 


Dr. THoMAS BUTTERWORTH (Reading): I think that 
in this case the perifollicular deposition of the fat is 
shown beautifully. I suggest that Dr. Markowitz try a 
high carbohydrate diet with insulin for his patient. I 
can record definite disappearance of the lesions of 1 of 
my patients after about a year and a half of such 
treatment. 


Dr. J. M. Scur_pkKraut (Trenton, N. J.): The 
strange thing about these patients shown tonight is that 
the man is syphilitic and the child has a syphilitic father. 
This may be merely a coincidence, of course. 


S. Wricut, M.D., Chairman 


CarMEN C. Tuomas, M.D., Secretary 


Jan. 21, 1944 
Treatment of Cavernous Angioma. Presented by 
Dr. SicmuND S. GREENBAUM. 


The lesion was on the cheek and chin. Twenty-three 
injections of quinine hydrochloride and ethyl carbamate 
were administered between March 21, 1942 and Dec. 3], 
1943. Roentgen rays and radium were employed before 
this without beneficial results. 

In a second patient there was a cavernous angioma 
of the entire right cheek, right lower eyelid and right 
side of the upper lip. It was treated with twenty-four 
exposures to radium filtered and unfiltered, and nineteen 
injections of quinine hydrochloride and ethyl carbamate 
between July 7, 1941 and Dec. 24, 1943. 


DISCUSSION 

Dr. Epwarp F. Corson: How was the radium used 
—large doses, plaques or needles? 

Dr. S1cmMuND S. GREENBAUM: In 1 of these cases 
both the radium and the roentgen rays were applied by 
another physician. In the case of the extensive angioma 
I used surface radiation filtered through brass, and the 
red surface areas disappeared more or less completely, 
as you see. I might say that in discussing these cases 
with one of the dermatologists not here tonight, I was 
told that he had seen 1 sudden death from the injection 
of these sclerosing solutions. I do not know whether 
any one else has heard of such cases. 

Dr. CHARLOTTE Backus-JoRDAN, Stroudsburg: I 
have—twenty-four to thirty-six hours afterward, but 
after injection for varicose veins. 

Dr. SicgmMuND S. GREENBAUM: Ln my case the 
injection was for angioma, and death occurred imme- 
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diately on the table. I cannot see how sudden death can 
occur from such a procedure. We know that it occurs 
in cases of varicose veins, but in cases of cavernous 
angioma, in which the pathologic picture is so different, 
it is difficult to understand how death occurs. 

Dr. THomas ButrerwortH, Reading: How do you 
control the pain? I have tried using half-strength solu- 
tion in a few cases, but invariably the baby cries so 
much that the mother does not bring it back. 

Dr. Sicmunp S. GREENBAUM: Of course they have 
some pain, but it is not lasting. These children usually 
had stopped crying before they left the office. 

Dr. Carrot, S. WricGHT: Has any one had experi- 
ence with sodium morrhuate? I have used it exten- 
sively and have been told that it does not cause as much 
pain as quinine hydrochloride and ethyl carbamate and 
also that there are fewer reactions. 


Localized Pemphigus Vulgaris of Eyes, Mouth 
and Left Breast. Presented by Dr. Sicmunp S. 
GREENBAUM and Dr. Stmon Katz. 


E. P., a Negro woman aged 77, presents on the leit 
posterior portion of the hard palate and the right buccal 
mucosa a nickel-sized area of superficial erosion. There 
are no blebs in the mouth. In September 1943, such an 
area developed over the right buccal surface; it was the 
size of a dime. Recently ten or twelve bullae appeared 
on the areola of the left nipple, and on Dec. 28, 1943 
a soft, granulating, slightly painful, round lesion about 
the size of a silver dollar appeared, around which several 
bullae developed. Two years ago the patient noticed a 
dimness of vision, and three months ago redness, squint- 
ing, a moderate degree of lacrimation and burning of 
the left eye developed. The right eye became involved 
a month later. Both eyes became progressively worse, 
with notable narrowing of the palpebral fissures. A 
vaginal examination on Sept. 17, 1943 revealed no blebs. 
The blood pressure was 166 systolic and 88 diastolic. 
Both upper and lower lids increased in thickness, the 
margins becoming thick, dry and scaly; the conjunctivas 
on both sides appeared “chewed up” and were replaced 
by red granulation tissue which extends to the margin 
of the cornea. The fornices are filled with granulation 
tissue on a cicatrix with superimposed infection. The 
pupils are moderately dilated and react poorly to light. 
The blood sugar level on Jan. 1, 1944 was 175 mg.; 
a urinalysis on Oct. 15, 1943 showed 2 per cent sugar 
and on Jan. 14, 1944 0.6 per cent. A blood count on 
Jan. 6, 1944 revealed a hemoglobin content of 66 per 
cent and 3,840,000 erythrocytes, but other values were 
normal. A biopsy specimen from the right eye showed 
a chronic inflamed nodule with capillaries and variable 
cellular infiltrate. The patient has been treated with 
vitamin A, brewers’ yeast, riboflavin and penicillin. 


DISCUSSION 

Dr. J. V. Krauper: This is a typical case of pemphi- 
gus of the eye. I do not appreciate the terminology 
that Dr. Greenbaum and Dr. Katz have used. I think 
it should be called pemphigus of the mucous membrane 
with conjunctival involvement (Klauder, J. V., and 
Cowan, A.: Ocular Pemphigus and Its Relation to 
Pemphigus of the Skin and Mucous Membranes, Am. J. 
Ophth. 25:643, 1942). The onset occurred in the eye; 
this is rather characteristic of a large percentage of 
these cases. Subsequently the mucous membranes are 
affected and then the skin. On the skin it is usually the 
localized type. At times, however, it is generalized and 
the patient dies of what appears to be ordinary pemphi- 


gus of the skin. The condition of the ey 
more in two years than is usual. I think sw... 
woman has had the disease for many years | 
knowing it, antedating the time her vision % 
All mucous surfaces should be examined to see jf , 
is any Cicatrization, since the same process that of 
the eye also occurs on other mucous mem! i 
a shriveling process, leading to cicatrization a; 
Dr. Carrot S. Wricut: The history states th «J 
vagina was examined for blebs and none were foyy 
Dr. J. V. Krauper: I should feel bette: 
it were stated that there was no evidence of 


Dr. Sicmunp S. GreensauM: I think Dr, 
criticism regarding the name used here is a good , 
but I doubt whether one would find any cicatrices » 
because these cutaneous and oral lesions develo 
within the last eight weeks. She has been un 
observation in the hospital for two months, ; 
connection with penicillin therapy. This case wo 
fall in the group of cases of benign forms of pemphigy 
vulgaris limited to the mucous membranes and in tn 
extending to the skin. In other cases of essen 
shrinkage it is years before the skin becomes inyoly: 
When blebs developed on the left breast, I planted py 
cultures of Penicillium notatum over the entire bre 
covered them with perforated cardboard for aeratiog 
this saprophyte, and left them on for a week. A:: 
end of the week the cultures of penicillium had ox 
pletely disappeared and there was an irritating dischg 
which ran down over the breast and abdomen. Neve 
theless, I continued to use them for four weeks, at # 
end of which time she had an eroded, probably chemis 
rather than infectious, dermatitis in addition to & 
pemphigus vulgaris. The organisms were com» 
destroyed, presumably by the discharge. Dr. Ches 
S. Keefer, Chairman of the Committee on Chemother 
peutics, has written me that penicillin, so far as} 
knows, has not been used for that type of skin disea 
and that he does not believe it would have any viz 
However, I have recently seen a patient treated wi 
penicillin by Dr. John Ludy in whom the results we 
as remarkable as the unique result in a similar case: 
Schamberg’s following colonic irrigation. 


Acute Hepatitis with Jaundice Following t 
Administration of Neoarsphenamine. Preses 
by Dr. S1ic¢munp S. GREENBAUM and Dr. L 
GOLDSTEIN. 


G. F., a Negro man aged 55, presents skin of 
tinct yellowish tint with a generalized papulosquams 
eruption and excoriations. On the lower extrem 
there are many superficial scars of long duration. 7 
pupils react to light and in accommodation; the sci 
are icteric. The patient has been addicted to alc 
for many years. In 1925 the serologic tests on his! 
for syphilis were positive and he then received te 
injections into an arm with no ill effects. Until recent) 
his general health was good. During a routine exam 
nation his blood was found to have a positive r 
for syphilis. He was referred to his family { 
for antisyphilitic therapy. In all, he received ' 


m 


weekly injections of neoarsphenamine of 0.45 Gm. @& 


chills, followed by fever and pain in his & 


A few hours after the last injection he began to @ 


region, and within a week a generalized jaunaice & 


pruritus appeared, followed by a papular dermattts 
The abdomen is distended and the spleen : 


enlarged. The upper border of the liver is palpad¢ 


the seventh interspace in the midclavicular | 
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Mprerequisite to such a reaction. 
evidence of syphilis is based on a positive Wassermann 
3 


SOCIETY 


inch (2 cm.) below the costal margin in 
ilar line. 
sis showed a faint trace of albumin and 
| a positive reaction for urobilin in a 1:20 
1e feces showed no abnormalities. A gas- 
revealed hyperacidity. A complete blood 
sed 63 per cent hemoglobin, 3,850,000 
; and 7,000 leukocytes, of which 62 per cent 
phils, 2 per cent eosinophils, 1 per cent 
and 35 per cent lymphocytes. The coagula- 
Bon time was five seconds; platelets numbered 173,250. 
As to fragility, hemolysis began at 0.46 per cent and 
sas complete at 0.30 per cent. 
\ chemical examination of the blood showed the 
following values: dextrose, 113 mg. per hundred cubic 
timeters of blood; urea nitrogen, 17 mg.; uric acid, 
Bs mg. and chlorides, 580 mg. The carbon dioxide 
the plasma was 51 volumes per cent. The 
leste content of the blood serum was 390 mg.; 
total protein content, 7.36 mg.; the albumin content, 
8 mg. and the globulin content 3.38 mg. per hundred 
Bcubic centimeters. The phosphatase activity was 1.6 
units: the van den Bergh test (indirect) showed a 
bilirubin content of 1.6 mg. per hundred cubic centi- 


Wassermann reaction of the blood was negative. 


DISCUSSION 
Dr. SicmunpD S. GrEENBAUM: The gastroenterolo- 
wists admitted this patient to their service as having 
senical hepatitis. I think that he has a hepatic Herx- 
heimer reaction and presented him for discussion on that 


Dr. Lours GotpstEIN: I do not believe that this is 
Herxheimer reaction, because a syphilitic lesion is 
In this patient the 


eaction of the blood discovered accidentally eighteen 
x ago. His hepatosplenomegaly of unknown dura- 
tion is not likely to be syphilitic in origin, for it could 
] been caused by either alcoholism or his present 
Hanger and Gutman (J. A. M. A. 115:263 
B(July 27] 1940) described a series of cases of post- 
arsphenamine jaundice which they classified into two 
£ the obstructive and the hepatitic. This par- 
ticular case fits into the group of cases of the obstruc- 
t 


mreaction. 


type. In the latter, the reaction occurs after the 
‘ond or third injection, with an interval of one to 


mtwo weeks between the first injection and the reaction. 


the reaction phenomenon is not that of a Herx- 
eimer effect but of drug sensitization. In these cases 
lere are jaundice and intense pruritus at the onset. 
here also appear a moderate anemia and an enlarge- 
nent of the spleen and liver, and while the gastrointes- 
nal symptoms subside the anorexia and moderately 
levated temperature continue for some time. All these 
riteria are present in this case. Finally, the obstructive 
lifferentiated from the nonobstructive variety by 
ition of the blood cholesterol level. I believe, 
that this is a case of obstructive jaundice due 

ration. 
uGHN C. GARNER: To a dermatologic group 
s hardly necessary to point out the moral to be drawn 
m { ase, but it is regrettable that the general 
not familiar with the fact that for latent 
atment should be started with heavy metal 
with arsphenamine. I have seen a com- 
, that of a young man whose Wassermann 
vas discovered to be positive by his draft board 


TRANSACTIONS 


and who was given neoarsphenamine without any prepa- 
ration by his physician. Subsequent to the third injec- 
tion, a profound jaundice developed with an extreme 
degree of fever and illness and a generalized toxic 
erythema. The patient was extremely ill for a number 
of weeks, and the physician, frightened by this reaction, 
referred him to me for continuation of treatment. He 
has done extremely well with bismuth therapy. It is 
regrettable that the profession in general regards the 
discovery of a positive Wassermann reaction as synony- 
mous with the need to administer arsphenamine. 

Dr. SicmuNp S. GREENBAUM: I am interested in 
Dr. Garner's starting his patient with a heavy metal 
while he still had the jaundice. 

Dr. VAUGHN C. GARNER: I waited until he recovered. 
But he has since had forty injections of the bismuth 
preparation, which he has tolerated perfectly well. 

Dr. Sicmunp S. GREENBAUM: If, as I think, this 
patient has a Herxheimer reaction, there is undoubtedly 
severe swelling of the hepatic cells at the site of the 
syphilitic infiltrates, thus causing an obstruction of the 
ducts. Of the hundreds of cases of acute syphilis treated 
with tremendous doses or massive arsenical therapy in 
recent years, the reports on the complications of this 
type of treatment indicate that hepatic intoxication is 
the rarest of all complications. In 1919 I saw at least 
a dozen such patients in the Hospital of St. Louis in 
Paris in the outpatient service of Dr. Milian. As is 
well known, he made a distinction between the Herx- 
heimer reaction and the type which he thought might 
be arsenical. It is hard to conceive of three doses of 
0.45 Gm. a week apart reaching the liver in so heavy 
a dose as to produce an arsenical hepatitis of this sort, 
because it is known that arsenic is eliminated rapidly 
and largely through the skin and other organs rather 
than through the liver. However, I have seen 2 cases 
of arsenical hepatitis with acute yellow atrophy and 
death. Although Milian generally continued arsenical 
therapy in cases such as I have just presented, I think 
it the better part of valor to stick to iodides and bismuth 
injections. 

Dr. Epwarp F. Corson: Would Dr. Garner dare 
give arsenic again to his patient? 

Dr. VAUGHN C. GARNER: I have hesitated to do so. 
The serologic reactions of my patient’s blood are now 
negative and the reactions of the spinal fluid are nega- 
tive; hence I feel that a reasonable amount of heavy 
metal therapy should suffice, and I would not be justi- 
fied in taking a chance with arsphenamine. 


Tuberculosis Cutis; Lupus Vulgaris. Presented by 
Dr. J. M. ScuitpKraut (Trenton, N. J.). 


N. S., a white woman aged 28, of good general 
appearance, presents on the outer side of the left arm 
a red area about 1.5 cm. in diameter covered with an 
adherent scale. To the left of this there is a pea-sized, 
scaling, slightly elevated lesion. On the right breast 
there is an area about 4.5 by 3 cm., irregular, slightly 
depressed, with an adherent scale. The borders are 
moderately inflamed. The right border is made up of 
small nodules. Similar papular or nodular slightly 
scaly yellow and brown lesions are found adjacent to 
this lesion. On diascopic pressure this nodule appears 
yellowish brown and infiltrated. The patient’s father 
was in a sanatorium for tuberculosis about three years 
ago. In April 1942, the patient noticed a “pimple” on 
the left arm, which she picked. It became larger, and 
she then applied ointments, without effect. The area 
increased in size, and another smaller nodule appeared 
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adjacent to the first in January 1943. Another lesion 
developed on the right breast below the nipple in 
April 1943. 

DISCUSSION 

Dr. Morris Markowitz: There were no nodules 
present on the breast, and the lesions on the eye would 
suggest a diagnosis nearer to lupus erythematosus. 

Dr. J. M. Scurtpkraut (Trenton, N. J.): I saw the 
patient first only a few days ago and thought that I 
could make out some pinhead-sized nodules on the 
borders of the breast. I thought that on the left arm 
there were some small nodules. The lesion on the eye 
is probably not related to the other eruption. It seems 
to be a capillary enlargement of the vessels of the con- 
junctiva of the lower lid which has extended over to 
the margin of the lid. I do not know whether it is a 
nevus or what it may be. 

CoMMANDER H. E. Twininc (MC), U.S.N.R.: I 
thought that it was lupus vulgaris. 

Dr. Hersert J. SmitH: I thought it tuberculosis of 
some sort. 

Dr. J. V. Krauper: It impressed me more as lupus 
erythematosus than lupus vulgaris. I think the lesions 
of the eye are similar to those one occasionally sees in 
lupus erythematosus affecting the lower lid. 

Dr. J. M. ScuitpKraut (Trenton, N. J.): That is 
rather an odd distribution for erythematous lupus. 

Dr. J. V. Krauper: I have a patient with lesions on 
the body and none on the face but, curiously, with some 
lesions on the palms. 

Dr. THomMas ButtTERWORTH, Reading: I subscribe 
to the diagnosis of lupus erythematosus. 


A Case for Diagnosis. Presented by Dr. Carrot S. 
WRIGHT. 


J. R., a white girl aged 8 years, for several months 
has had a growth on the left side of the nose which has 
gradually increased in size. Examination revealed a 
pea-sized indurated elevated nodule. The patient has 
received one roentgen ray treatment of 140 r through 
a 0.5 mm. aluminum filter and has been given cottonseed 
oil locally. The lesion was diagnosed as granuloma 
annulare, but the case is presented to the society as a 
case for diagnosis. 

DISCUSSION 

Dr. Fritz CALLoMoN (by invitation): The diagnosis 
of granuloma annulare appears thoroughly justified. 
The location is unusual but not exceptional. However, 
the presence of a central depression makes one think 
also of the possibility of an epithelioma, even in the case 
of this strong, healthy-looking child. 

The demonstrated case is an instance of a type of 
lesions which occur in completely healthy persons, with- 
out personal or familial evidence of tuberculosis. The 
much discussed relationship between granuloma annulare 
and tuberculosis, based on observations of the coinci- 
dence of both diseases and the occasional combination 
of granuloma annulare with papulonecrotic tuberculids, 
has not yet been completely cleared. Spontaneous dis- 
appearance or complete disappearance of an entire erup- 
tion following the local treatment of only one or a few 
lesions (by roentgen ray, radium or solid carbon dioxide) 
has been observed also in cases of granuloma annulare. 

As long as the cause of granuloma annulare is not 
clear, every observation of etiologic significance becomes 
important. In this respect may I refer to my own 
observation of familial occurrence of granuloma annulare 
simultaneously observed in a mother (60 years of age) 


and a daughter (27 years of age) without cviden» 
tuberculosis in either patient or in any other men, 
of the family (Dermat. Wchnschr. 82:317, 1926): 
similar observation was published by Schubert jp «, 
same journal (86:381, 1928) in a mother he 
age and a daughter 8 years of age. It appears wou 
while to pay special attention to this point when jnoy» 
ing into the familial status in cases of granulo 
annulare. 
Dr. J. P. Guegurierre: The infiltration is consid. 
able for either diagnosis. Most of the lesions of ine 
loma annulare that I have seen were segmented, | =. 
recall one that presented a perfect circle. Because «. 
child is 8 years of age, it does not follow that it cans 
be a basal cell epithelioma. I have seen 2 epithelion, 
1 in a child of 4 years and 1 in a child of 6. A bicr 
will settle it. 
Dr. Carrot, S. WricuT: I hesitated to perform; 
biopsy on this child. When I gave the roentgen 
treatment I thought the lesion was a granuloma any; 
lare, and I have seen them vanish easily. I should x 
have given such a small dose had I thought of ¢: 
thelioma. 
Dr. A. Strauss: I agree with Dr. Guequierre th: 
it is an epithelioma. 
Dr. Carrot S. Wricut: I think Dr. Guequierr: 
right, that the whole question can be settled with; 
biopsy. 
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Mycetoma of the Foot. Presented by Commanm 
H. E. Twintnc (MC), U.S.N.R. 


J. J., a well nourished white man aged 57, gives: 
history of having had pneumonia and rheumatism an 
says that early in 1935 he injured his right foot whik 
at work on a WPA project. The foot swelled, ax 
finally fistulas developed which never healed. In Marc: 
1940, while he was at work in the Frankford Arseni 
a box fell on his foot, causing seventy days’ disabilit 
He returned to work, but owing to pain and swelling 
was admitted to the hospital, where an operation wa 
performed, with the diagnosis of osteomyelitis. 

The right foot is now considerably swollen 2x 
studded with numerous scars which are the end result 
of previously draining sinuses. Roentgen examination 
gave normal results, as did the physical examinatic: 
with the exception of the right foot. 

A blood count was within normal limits. The Kats 
reaction of the blood was negative. The tuberculin tet 
elicited a negative reaction. Results of a urinalysis 
were normal. Monosporium apiospermum was identified 
by Dr. Weidman. Several biopsy specimens were ' 
ported as indicating the existence of osteomyelitis. 1! 
patient has had numerous operations and curettage, su 
fonamide drugs internally and locally, roentgen ™ 
therapy, thymol iodide and finally penicillin. 


four years. Repeated roentgen ray examinations ‘ 
vealed a slow, progressive destruction of bones at 
joints. He complained of intense pain which would * 
relieved temporarily by operative measures. Abot 

three months ago amputation of the foot was decide J 
on but, as a last resort and without much hope 
improvement, penicillin was given a trial. On the thi" 
day of treatment pain subsided and drainage decrease 
and one week ago all drainage had stopped, there ™ 
mained no evidence of any sinuses and the patient we 
putting a certain amount of weight on the foot witho § 
discomfort. Whether the disease will remain in S | 
present status, only time will tell. However, betot 
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ther course of penicillin will certainly be 


DISCUSSION 

LAUDER: This is the first case of Madura 
a a efore this society; in fact, 1 of the few 
‘eve in North America. I think that Lovejoy re- 
inating in California. 
Sicomunp S. GREENBAUM: Were those cultures 

ular color? 
Comy r H. E. Twintnc (MC), U.S.N.R.: They 
ve gray and dirty brown-yellow. 
De Tuomas ButtErwortH, Reading: Where did 
‘ aes the disease? He has not been out of Phila- 
1910. 


 Commanver H. E. Twrntnc (MC), U.S.N.R.: This 


ved an injury to his foot in 1935 while he 


4 rking on a WPA project. The trouble began 


1 , swelling and pain in the foot. He was hos- 
lized for a considerable time. The swelling finally 
hsided. but he has had remissions and exacerbations 


BRecurring Erythematous Eruption of the Palms 


and Soles Simulating Erysipeloid of Rosen- 
bach. Presented by Dr. JosepH V. KLAuDER. 


M. B., a white man aged 58, born in Italy, when first 
in June 1943, had had a recurring eruption which 
rst appeared on one palm, later on the other palm and 
hile under observation, affected the soles. The erup- 
consisted of oval, rounded, circinate and semi- 
ular erythematous lesions. They were located on 
1e palms, the sides and palmar surfaces of the fingers, 
soles and the sides of the feet. Their diameter 


waried from 3 to 4 cm. The color was purplish red; 


surfaces, smooth and nonscaly. The periphery of 
he lesions was always sharply marginated. Pressure 


Mould cause partial blanching. The eruption would 


jisappear and reappear. An outbreak consisting of one 


Mor several lesions on the palms and at times on the soles 
3 would last a few days and would be followed by new 
@pesions appearing elsewhere. The only subjective com- 
@ aint was itching. The eruption did not interfere with 


patient’s work as a shoemaker. Examination of the 
itire cutaneous surface revealed nothing significant 
ept a fungous infection of the toes. The patient 


Was in good general health. The teeth were in poor 


ndition, and the tonsils were enlarged and inflamed. 


amination of the urine and the blood and differential 
ints showed no abnormality. 
DISCUSSION 
losePH V. Kiauper: I have never seen any- 
ing like this before. A variety of recurring ery- 
matous lesions have been described, but none recur- 
> palms and soles. What he has tonight is 
representation of the eruption as a whole. I 
lesions that looked like erysipeloid both in 
in location. 


} 


RANSACTIONS 


Dr. Morris Markowitz: One can classify this also 
as an erythema of the palms and soles due to avitami- 
nosis A and B—erythema palmare et plantare. 


Generalized Dermatitis Herpetiformis with Mu- 
cous Membrane Involvement. Presented by 
Dr. JosEpH V. KLAUDER. 


F. C., a white woman aged 56, born in Greece, was 
first seen in September 1943, with a generalized 
vesicular and bullous eruption of two weeks’ duration. 
It started in June 1943, as a localized vesicular erup- 
tion around the umbilicus. In September 1943, the 
eruption comprised many dozens of variably sized 
vesicles and bullae affecting the entire cutaneous sur- 
face, including the scalp, palms and soles. Many 
vesicles and bullae were discrete and arose from nor- 
mal skin. Additional lesions appeared in the form of 
discoid raised erythematous plaques. On the surface 
of some of the latter there were vesicles and erythema- 
tous macules. Some had a central punctum resembling 
erythema multiforme—erythematous gyrate lesions. 
On the upper part of the back there was a grouping 
of vesicular and papulovesicular lesions. On the hard 
palate and the buccal mucosa there were a_ small 
number of erosive areas which the patient said started 
as blisters. There was no involvement of the con- 
junctivas, vagina or anal region. There was _ no 
Nikolsky’s sign. There was severe itching and com- 
plaint of burning sensation. The general health was 
good. The temperature was normal. The differential 
blood count was as follows: Polymorphonuclear 
leukocytes, mature, 54 per cent; stab forms, 13 per 
cent; eosinophils, mature, 8 per cent; stab forms, 
5 per cent; plasma cells, 1 per cent; lymphocytes, 
19 per cent. There were moderate anisocytosis, slight 
poikilocytosis and polychromatophilia. Platelets were 
normal in size and number. 

A patch test with 50 per cent potassium iodide in 
petrolatum elicited a positive reaction. There was 
progressive improvement and disappearance of all 
lesions after treatment, which included a salt-free diet, 
weekly intramuscular injection of whole blood of the 
patient’s sister and sulfapyridine (oral administration 
of 2 tablets three times a day). This dosage was 
gradually decreased to 1 tablet three times weekly, 
which the patient is now taking. She had gained 
weight and is without symptoms. The skin now shows 
only congestive and pigmentary remains of many of 
the former lesions. 

DISCUSSION 

Dr. SIGMUND S. GREENBAUM: One interesting point 
in this presentation is the statement that there were 
lesions in the mouth. There are a number of derma- 
tologists who believe that oral lesions do not occur 
in dermatitis herpetiformis. 

Dr. Morris Markowitz: Chemical studies should 
show an increase of chlorides and also eosinophilia. 

Dr. Carrot, S. Wricut: Do you attribute the 
therapeutic response to the sulfapyridine ? 

Dr. JosepH V. Kiauper: Yes, I do. 
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Book Reviews 


Allergy in Practice. By Samuel L. Feinberg, M.D., 
with the collaboration of Oren C. Durham. Price 
$8.00. Pp. 798. Chicago: The Year Book Publishers, 
Inc., 1944. 


This volume is a practical exposition and review of 
the subject of allergy in the various branches of 
medicine. It is sufficiently detailed to give the practi- 
tioner of medicine and the specialist a working knowl- 
edge of the allergic conditions which come to his atten- 
tion. It adequately covers the major aspects of these 
subjects. 

The essential features of a practical and clinical nature 
are set in normal-sized type. The experimental and 
theoretic subject matter is set in smaller type. This 
method of presentation is of value because the book 
becomes a ready reference for both the beginner and the 
specialist in the field. A résumé is presented after 
each chapter, the advantages of which are obvious. 

The chapter on “Pollens and Pollen Allergy” (chapter 
6), written by Oren C. Durham, chief botanist of the 
Abbott Laboratories, is a presentation of the many 
surveys pertaining to pollen and hay fever plants. The 
common important plants and pollens causing hay fever 
are described and illustrated with photographs, and 
their geographic distribution is charted. 

There is a long chapter (16) on the “Treatment of 
Allergic Diseases,” which comprises eighty-three pages. 
The author presents his own experiences and has 
exercised good judgment in stressing accepted therapy. 
The so-called recent improved methods of treatment 
are discussed. Twelve pages of small type are devoted 
to elimination and other diets of value to the physician. 

Sixty-four pages, which include chapters 20, 21 and 
22, are devoted to dermatoses of allergic origin, such 
as urticarian and angioneurotic edema (chapter 20), 
atopic dermatitis and dermatophytosis (chapter 21) and 
contact eczema (chapter 22). Tables listing the 
materials, percentages and vehicles for patch testing are 
included in this chapter (chapter 22). In this chapter 
there is also a long table of contact allergens listed 
alphabetically with the reference to the literature fol- 
lowing each. 

The author rightly makes few claims for cutaneous 
tests in the diagnosis of urticaria, angioneurotic edema 
and atopic dermatitis but emphasizes the importance of 
patch tests in the diagnosis of contact and industrial 
dermatoses. 


This is an excellent office reference book; the forms: 


is good; the bibliography is extensive, and the cr, 
index of twenty pages is a valuable asset. 


The Management of Neurosyphilis. By Berpz:; 
Dattner, M.D. Price $5.50. Pp. 420, with 40 
charts and tables, and comprehensive bibliograp 
author and subject indexes. 
Stratton, 1944. 


This monograph on the management of neurosyph; 
is an outgrowth of lectures to postgraduate students 
starts, therefore, with basic information and_ proce: 
gradually to cover the entire field of problems wh 
arise in the treatment of the various forms of neur. 
syphilis. The book is divided into two parts. The fire 
deals with the technics of withdrawal and examinaticy 
of spinal fluid; the interpretation and evaluation of th 
different spinal fluid tests and a discussion of the re. 


Honrec 


status of the patient follows, and the section ends wit: 
a discussion of the spinal fluid syndromes characteristic 
for the various clinical types of neurosyphilis and 
the atypical humoral syndromes. 

The second part deals with methods of treatment 
their application and results. The author first describes 
in detail all the therapeutic procedures at present i 
use for the treatment of neurosyphilis. He then surveys 
the results as they are reported by various authors 
Having been associated with Wagner-Jauregg, th 
originator of malaria therapy, it is not surprising t 
find the author more in favor of the beneficial effect 
of fever therapy in contrast to other methods. But 1s 
experience does not prevent him in giving just accoutt 
to all other therapeutic endeavors. A vast amount « 
books and papers from the world literature is digest 
and utilized to illustrate special points of discussic. 
General considerations precede every section whic 
deals with the therapeutic results in dementia paralytic: 
tabes, meningovascular syphilis, etc. All data are crit 
cally sifted, and sofind advice given according to 
author’s own experience. The latter is based on twenty: 
five years’ work in the field, first in Wagner-Jauregs: 
clinic in Vienna and then in the wards of Bellevue Ho: 
pital. h 


There can be no better recommendation tha 
Moore’s conclusive remark in his foreword to Dattner: 
book that American medicine is enriched by such mont 
graphic studies as this. 
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TOWARD THE GOAL THAT 
ALL WHO NEED IT MAY 
HAVE IT... 


PENICILLIN Schenley 


jhe on all our battlefronts many an Allied 
soldier owes his life to the fact that penicillin 
is now being produced in sufficient quantities to 
meet the most important military needs. And 
as military needs are more fully met, there will be increasing 
amounts of penicillin available for civilian use. 

Contributing to this accomplishment have been the 
resources of 21 firms appointed by the Government to pro- 
duce the precious new drug. 

Schenley Laboratories, Inc., are proud to be among those 
chosen to attack the almost insuperable technical difficulties 
in the manufacture of penicillin. The devotion of our facili- 
ties to this purpose is a natural outgrowth of the extensive 
research in mycology Schenley Laboratories have been 
conducting for many years. 

We are glad to be working wholeheartedly toward the 
goal that...in the near future... all who need penicillin 
may have it. 


SCHENLEY LABORATORIES, INC. 


EXECUTIVE OFFICES: 350 FIFTH AVENUE, N.Y. C. 
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The local problem in acne vulgaris is to remove the 
excessive sebum with the least amount of irritation. 
This cannot be accomplished with ordinary soap and 
water as easily as with sulfated oils. Swartz and Blank 
report gratifying results when Acidolate, the modern 
sulfated-oil detergent, is utilized in place of soap to 
secure and maintain skin cleanliness ([.A.M.A., 125: 
p. 30-31, May 6, 1944). 

Acidolate, founded on scientific research and backed 
by extensive clinical experience, offers the following 


advantages: 


1, It is a logical and competent solvent 
of sebum. 


i It contains only those fatty acids 
that are non-irritating to the skin. 


5: Its pH of 6.5 is compatible with 
that of the skin. 


4, It is non-abrasive, water-miscible, 
and free of perfume and pigment. 


Distributed for NATIONAL Propucts CoMPANy by 
RARE CHEMICALS, Inc., Harrison, New Jersey 


In the Pacific and Mountain States area by 
631 GALEN Company, Berkeley, California 


sot ofected. and theke 


physicians on request 


Literature and sample t 


8 oz. and gallon bottles 


*Acidolate is a trademark of 
National Oil Products C 
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Ma nagement 


of Asymptomatic 


Semidiagrammatic 


MERCK & CO., Ine. Manufacturing Chemish RAHWAY, N. 


Statistical studies reveal that approximately thirty per cent 
of syphilitic patients exhibit abnormalities in the spinal fluid 
during initial examinations, without displaying clinical symp- 
toms of cerebrospinal involvement. Although adequate rou- 
tine treatment of early syphilis will prevent the appearance 
of abnormalities in most cases, the use of Tryparsamide 
Merck combined with hyperthermy, is suggested in resistant 
cases. 

In incipient cases of dementia paralytica, the use of Trypars- 
amide Merck, combined with artificial fever therapy, is known 
to produce varying degrees of symptomatic improvement. 
While favorable results may not be expected in more advanced 
cases of general paresis or tabes dorsalis, when treatment is 
begun sufficiently early and continued over a long period of 
time, Tryparsamide Merck may arrest deterioration and con- 
tribute to the prolongation of life. 

The effectiveness of Tryparsamide Merck in the treatment of 
resistant cases of syphilis probably is due to its unusual 
ability to penetrate the meningovascular barrier of the central 


nervous system. 


The illustrated brochure, 
\ Chemotherapy 
\ of Neurosyphilis, 


will be sent on request. 


COUNCIL 
An outstanding 


therapeutic agent 


in neurosyphilis 
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COLLOIDAL 
SKIN CLEANSER 


Werte 


A special purpose product for use when 
the skin is sensitive, irritated 


or disturbed 


You should find many uses for NORM 
Skin Cleanser in your practice. We will 
be glad to send samples and a Bulletin 
“The pouvoir Hydrogéne of the Skin 
Surface” on request. Mail your pre- 


scription blank, or use the coupon below. 


PERSONAL LUXURIES COMPANY 
Products for Skin Care 
55 West 16th St., N. Y. 11, N.Y. 


NORM SKIN CLEANSER 


Made to Please the Skin 


Mail to Personal Luxuries Co., 55 West 16th St., New 
York 11, N. Y. for samples of NORM Skin Cleanser and 
descriptive bulletin. 
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OT a 


clean 


ou HAVE undoubtedly told 
of your patients that 
a clean scalp is as important as 
clean hands...that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 


Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. | 


MYSTIC, CONNECTICUT 
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contact 


ermatitis 


consider the 


cosmetic factor 


In cases of dermatitis resulting from the repeated application of irritating substances, 
the etiology is often baffling. Cosmetic allergens are not to be overlooked as possible 
causative or contributory factors. You may save hours of valuable time by consider- 


ing the cosmetic factor in your treatment regimen. 


As a routine precaution, many physicians have been prescribing Marcelle hypo- 
allergenic Cosmetics for years in allergic cases. Marcelle hypo-allergenic Cosmetics 
are carefully compounded, and known irritants have been removed or reduced to 
tenable minimums. The success which physicians have experienced through the 
recommendation of Marcelle hypo-allergenic Cosmetics attests to the importance of 


the cosmetic factor in cases of contact dermatitis. 


Marcelle hypo-allergenic Cosmetics have been accepted for advertising in publica- 
tions of the American Medical Association for 12 years. 
Write for professional samples and a formulary booklet specifying ingredients of 


Marcelle Cosmetics. 


COSMETICS 1741 North Western Ave., Chicago Illinois 
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Tubed Culture Media 


Petragnani Medium is recommended for isolation of Mycobacterium tuberculysj 
from sputa or other pathological material suspected of harboring the organism of tuberculosis 
The formula used in preparation of this medium is a very satisfactory modification of tha 


originally devised by Petragnani. 


Sabouraud’s Maltose Agar is recommended for propagation of many 


pathogenic fungi, particularly those associated with lesions of the skin or scalp. Upon this 


medium many of the parasitic fungi grow luxuriantly. 


THE TRADE NAME OF THE PIONEERS 
In the Research and Development of Bacto-Peptone and Dehydrated Culture Media 


Specify “DIFCO” 


DIFCO LABORATORIES | 


INCORPORATED 


DETROIT, MICHIGAN, U.S. A. 


It’s only a 


Piece of Paper! 


It doesn’t look like much, does it? 
It could be the torn-off cover! of a 
cardboard box, or a piece of an old 
Magazine, or just some discarded 
wrapping paper. 


But ifit is saved and collected, it 
will become the container for a 
quart of blood plasma that will 
save a GI's life. (Every precious 
bottle of blood plasma is wrapped 
in corrugated paper to protect it 
against breakage. Each blood plas- 


ma box is made of heavy brown 
paperboard). 


Or it may become part of an 
airborne container (yes, they’re 
made of paper) that will 
drop food or medicine to 
liberated peoples. 


Or it may show up as 
the shell case for the 
shell, or the bomb band 
for the bomb, that will be 
the very last explosion to 


SAVE SOME BOYS Life ! 


finally shatter the nerve ex 
will-to-fight of the enem} 


Or as the map that pois 
the way for our final brea 
through (our invading force 
used more new maps: 
France, for instance, tha 
the total number made fr 
the beginning of history: 
1940!) 


So you see, that piece 
paper can be pretty excitin 
But only if it is saved. 0: 
armed forces need eve! 
scrap of every kind of wast 
paper. That goes for pape 
board, mewspapers, ma 
zines, every kind of wast 
paper. Throw them aw 


and you’re throwing 


SAVE 


A BUNDLE A WEEK 


helmet linings, 
covers, ration 00 
tainers — counties) 
war materials 
numerous to 
tion here. Save every 
scrap and you'll he} 
end the scrap! 
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IS THERE 
DOCTORS WIFE 
“ft IN THE HOUSE ? 


Weve a message — and a gift—for your wife. We want her to try our prepara- 
tions. It will take about an hour of her time. and in return for that courtesy we 
will present her with a Beauty Counselor 51.0C lipstick in any shade she selects. 

We believe she will enjoy the hour. But, most important, we hope she will 
tell you about our try-before-you-buy method of selection—how each customer 
has a chance to use these hypo-allergenic preparations, without charge, to see 
that those recommended really suit her skin. 

Please use the coupon’ below. If, in addition, you would be interested to see 


formulas, check where indicated. 


beauty counselors, ine.. 17108 Mack Avenue, Grosse Pointe 24, Michigan 


Send me formulas. 


C] Arrange to give my wife a presentation and a $1.0€ lipstick. You will find her at home at 


Doetor__ _ 
A.D.S. 
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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 
tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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‘linens diluted in bentonite. 
The pH approximates that of nor- \ 
mal skin. It is free of all perfume. i 
LOWILA CAKE is non-irritating, 
only mildly defatting and of low 
sensitizing index; cleanses the 
skin as satisfactorily as soap —— 
ota cost comparable to 


LOWILA CAKE is an excellent 
cleanser for general toilet 
including the bath and shaving. 
SUGGESTED as a LATHERING 
SKIN DETERGENT in all condi- 
tions due to or aggravated by the 
use of soap and allied cleansers. 
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INTENSIVE FEVER-CHEMOTHER APM 
With the 


THE L-F HYPERTHERM 
ALL AIR-CONDITIONED FEVER CABINET 


Read this 


PRELIMINARY REPORT: «The Intensive Treatment of Gonorrhea and Syphili 
Bundesen et al, J.A.M.A. 11-27-43 


HYPERTHERMS Now in Production. WRITE TODAY FOR DETAIL. 


THE LIEBEL-FLARSHEIM THIRD sr. 
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